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Abstract
The healthcare industry is dependent on the successful delivery of effective education to
undergraduate healthcare students. Curriculum and instruction, experiences both inside and outside
of the classroom, significantly contribute to students' successful development. A critical element
for successful healthcare delivery is to continue building a sustainable culture for all healthcare
workers that will increase skills for improved ethics and values, inter-disciplinary understanding of
roles and responsibilities, interprofessional communication, and teamwork. One teaching approach
that continues to produce positive results is interprofessional education (IPE). This teaching
method, supported by the experiential learning theory, brings clinical stakeholders together to
problem-solve and make decisions based on best practices for improved health outcomes. The
current study expanded the stakeholder group of student participants in IPE to include both clinical
and healthcare administration undergraduate students from a private, Midwestern college to
measure the difference, if any that the group composition via IPE (case study) had on
undergraduate student’s self-reported proficiencies of Interprofessional Education Collaborative
(IPEC) competencies as measured through a survey.
Keywords: interprofessional education, IPE, IPEC competencies
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Chapter 1
Introduction
Introduction
Successful patient care requires a multi-disciplinary team of healthcare professionals to
provide care for each patient. In 2003, the Institute of Medicine (IOM) published the report Health
Professions Education: A Bridge to Quality that called for a change in how clinical education was
planned, delivered, and evaluated. The committee’s vision stated, “all health professionals should
be educated to deliver patient-centered care as members of an interdisciplinary team, emphasizing
evidence-based practice, quality improvement approaches, and informatics” (IOM, 2003, p. 3).
Stakeholder groups were called upon to reform healthcare education through interdisciplinary
practice. The recommended practice included leveraging expertise from diverse perspectives,
including all health professions, higher education institutions, and government and public
healthcare agencies.
The World Health Organization (WHO) brought global awareness and action to
interdisciplinary or interprofessional education (IPE) as they studied and published the report in
2010 entitled “Framework for Action on Interprofessional Education & Collaborative Practice.”
According to the report, “IPE occurs when students from two or more professions learn about,
from, and with each other to enable effective collaboration and improve health outcomes” (World
Health Organization, 2010, p.10). The report’s goal was to provide policymakers and educators
with ideas on how best to implement IPE and influence collaboration within their particular
context. The call to action was for healthcare and educational systems to combine forces to
strategize and coordinate integrated workforce strategies. The belief was, “if health workforce
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planning and policymaking are integrated, interprofessional education and collaborative practice
can be fully supported” (World Health Organization, 2010, p. 10). The authors referenced a
fragmented system that was ill-equipped to manage the complex and ever-changing healthcare
environment.
The World Health Organization (2010) did not prescribe any specific instructions on how
to improve IPE for education or healthcare stakeholders. Instead, they encouraged action to add
and embed IPE in the student experience and ensure collaborative practice within healthcare
institutions. The problem was that there was not a standard or agreed-upon set of competencies
that supported the new interdisciplinary care delivery model using IPE for both the educators and
the students. Many challenges occurred because of the lack of agreement and consistency on the
overall professional competencies. “The lack of consensus across the professions around language
and terms related to the core competencies may be undermining their integration into oversight
processes” (Institute of Medicine, 2003 p. 6). In response to this challenge, a group of six national
associations of health professions formed the Interprofessional Education Collaborative (IPEC) to
assess, research and define agreed-upon competencies and advance interprofessional learning
(IPEC, 2016).
The intent of the (IPEC) came together in 2009 to develop core competencies for
interprofessional collaborative practice was to build on each profession’s expected
disciplinary competencies. The development of interprofessional collaborative
competencies necessarily required moving beyond profession-specific educational efforts
to engage students of different professions in interactive learning with each other. (IPEC,
2016 p. 3)
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In 2011, the IPEC published the “Core Competencies for Interprofessional Collaborative
Practice” that created core competencies to guide curriculum development across health
professions schools of dentistry, nursing, medicine, osteopathic medicine, pharmacy, and public
health. Since the 2011 report was issued, many scholars have cited the work in articles and
textbooks that have influenced IPE requirements in both the dental and medicine curriculum
(IPEC, 2016). A revised report was published in 2016 to reaffirm the original competencies and
expand to be more mindful of a need to influence both individual and real issues on population
health. The 2016 reaffirmation triggered a focus on the Triple Aim of the Patient Protection and
Affordable Care Act of 2010: Improved access, managed cost, and improved health outcomes
(IPEC 2016). The authors of the report hoped to “integrate population health outcomes alongside
individual care competencies into an expanded competency model that is needed to achieve
today’s health system goals of improved health and health equity across the life span” (IPEC,
2016, p. 4). The updated IPEC competency report provided the consensus needed for a common
vocabulary of professional competencies for educators and healthcare professionals. These
competencies include values/ethics for interprofessional practice, inter-disciplinary understanding
of roles and responsibilities, interprofessional communication, and teamwork. The agreed-upon
professional competencies drove future research to study the difference if any IPE has on
undergraduate students.
IPE can impact competencies for both clinical and healthcare administration undergraduate
students (Begun, White, & Mosser, 2011). IPE plays a critical role in the successful development
and learning outcomes of students. Most IPE to-date focuses on clinical inter-disciplinary teams
(Nester, 2016). A tipping point for the next generation of IPE will include both clinical and
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healthcare administration undergraduate students (fully integrated teams) developing professional
competencies while working together in and outside the classroom. This current study measured
the difference, if any, that the group composition via the IPE (case study) had on undergraduate
students’ self-reported proficiency of IPEC competencies.
Previous IPE research included evaluating healthcare programs that were specifically
clinical, including nursing, therapy, pharmacy, radiology, operating departments, and other clinical
programs. The need for further research was evident in that there was a significant gap. The
programs focused solely on clinical team members and did not extend the research to include
healthcare administration or business health programs (Begun, White, & Mosser, 2011). As a
faculty member in charge of an undergraduate healthcare administration curriculum, the researcher
for this current study believed future studies need to include both clinical and non-clinical interprofessional partnerships to begin integrating the business to the care of healthcare.
Statement of the problem
After decades of research, instruction, and calls to action by prominent policymakers, the
successful delivery of fully interdisciplinary teamwork and coordination is still not happening. A
critical element for successful healthcare delivery is to provide education for building a sustainable
culture for all healthcare workers focused on improving the agreed-upon IPEC competencies. The
IPEC competencies include values/ethics for interprofessional practice, inter-disciplinary
understanding of roles and responsibilities, interprofessional communication, and teamwork.
Educators should change how they educate undergraduate students and work on methods that
promote and improve these competencies and overall healthcare delivery culture. “Healthcare
administrators are important to the success of interprofessional care because they often are in a
strong position to accelerate and champion the organization-wide culture and structure necessary
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for successful interprofessional care” (Begun et al., 2011, p. 119). Historically, the focus has been
on creating and delivering IPE that forced clinical professionals to work together to improve health
outcomes without regard to the health administrator’s role. With the shift to value-based payment
models, the fully integrated team should include clinical and health administration team members
engaged with both the delivery and business of healthcare. The interprofessional exchange of
knowledge, coupled with an improved understanding of roles, will transform healthcare delivery,
and improve health outcomes.
Purpose of the study
The purpose of this convergent mixed-method study was to measure the difference, if any,
that the group composition via the IPE (case study) had on undergraduate students’ self-reported
proficiency of IPEC competencies. Students participated in assigned IPE case studies, and upon
completion of the events, the students completed a survey to self-evaluate their level of proficiency
with the IPEC competencies. Details related to the IPEC case studies, participants, and survey tool
will be explained later in this paper. The IPE case study participants were made up of two different
groups. The first group included a fully integrated group of students, including students from all
health services programs (nursing, social work, exercise science, nutrition/dietetics, and healthcare
administration). The second group consisted of a clinical only group of students, including students
from nursing, social work, exercise science, and nutrition/dietetics. After participating in an IPE
case study event, students completed the survey to evaluate their self-reported proficiency on each
competency via a six-level Likert scale, including 5) strongly agree, 4) agree, 3) moderately agree,
2) moderately disagree, 1) disagree, and 0) strongly disagree. Gaining an understanding of the
difference, if any, of their self-reported competencies could assist future research and the
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development of the IPE curriculum, which, in the end, could influence improved health outcomes
for patients.
Research questions
Previous research (World Health Organization, 2010; Institute of Medicine, 2003; Bridges,
Davidson, Odegard, Maki, & Tomkowiak, 2011; Pecukonis, Doyle, & Bliss, 2008) supported the
idea that IPE is valuable for both the healthcare and higher education industries. The newest
research of IPE should expand the scope of the participants to include both clinical and healthcare
administration students. The central question for this current study was: what is the difference, if
any, that the group composition via the IPE (case study) had on undergraduate students’ selfreported proficiency of IPEC competencies?
Predictor Variables
The following outlines the predictor variables within the study. The predictor variables
consist of different student group composition in the IPE case study event(s) that served as the IPE
for this current study. These included undergraduate clinical students and undergraduate
healthcare administration students.
Definitions.


Undergraduate clinical students refer to students enrolled in clinical professional
coursework that participate in direct patient care within the education setting
through participation in a required clinical practicum.



Healthcare administration students refer to students enrolled in a healthcare
leadership program that participates in a specialized healthcare business curriculum
requiring an administrative internship in a healthcare setting.
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IPE was defined as “when students from two or more professions learn about, from
and with each other to enable effective collaboration and improve health outcomes”
(World Health Organization, 2010, p. 10).



The clinical only students in this current study include nursing, social work,
exercise science, and nutrition/dietetics students.



The healthcare administration students include business students enrolled in a
healthcare leadership program, including healthcare administration, healthcare
financial management, and long-term care administration program.



A fully integrated team refers to a team of students that include all health services
programs, including nursing, social work, exercise science, nutrition/dietetics, and
healthcare administration students.

Outcome variable(s)
The following outlines the outcome variables within the study. The outcome variables in the
current study are proficiency levels with the four interprofessional competencies identified by the
IPEC. The competencies assessed for this study from IPEC (2016) included: 1) The case study
process helped me to respect the unique roles/responsibilities of other health professions and the
impact these factors can have on healthcare delivery. 2) The case study process helped to develop
skills to manage ethical dilemmas specific to interprofessional patient/population centered care
situations 3) I experienced effective teamwork with participants of the case study process 4) I
believe my role was valued through the case study process.
Definitions.


The definition of interprofessional competencies is, “integrated enactment of
knowledge, skills, values, and attitudes that define working together across the
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professions, with other health care workers, and with patients, along with families
and communities, as appropriate to improve health outcomes in specific care
contexts” (p. 8).


The definition of the competency of values/ethics for interprofessional practice is,
“work with individuals of other professions to maintain a climate of mutual respect
and shared values” (p. 10).



The definition of the competency of interdisciplinary roles and responsibilities is,
“uses the knowledge of one’s own role and those of other professions to
appropriately assess and address the health care needs of patients and to promote
and advance the health of populations” (p. 10).



The definition of the competency of interprofessional communication is,
“communicate with patients, families, communities, and professionals in health and
other fields in a responsive and responsible manner that supports a team approach to
the promotion and maintenance of health and the prevention and treatment of
disease” (p. 10).



The definition of teamwork for this current study is, “apply relationship-building
values and the principles of team dynamics to perform effectively in different team
roles to plan, deliver, and evaluate patient/population-centered care and population
health programs and policies that are safe, timely, efficient, effective, and
equitable” (p. 10).

The healthcare and higher education industries are attempting to move integrated patient care
forward. The opportunity for success comes with developing, assessing, and delivering a
curriculum based on the IPEC competencies.
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Significance of the study
The call to action for curriculum and practice transformation from the Institute of Medicine
is nearly twenty years old. Today, both the healthcare and higher education industries continue to
struggle with implementing interprofessional education. The challenge was to develop synergies
that support IPE across clinical programs that impact overall improved health outcomes.
Healthcare delivery continues to work toward team-based care with new goals, measures, and
legislation that all but require more collaboration. New pressures within the last decade are adding
to the complexity of the issues. The need for team-based care or interdisciplinary care is even more
critical since the passing of the Patient Protection and Affordable Care Act (PPACA) in 2010.
Initially introduced as the Triple Aim and now identified as the Quadruple Aim, is the idea that
healthcare delivery must meet the demands of all by managing cost, access, quality, and
professional burn-out. The pressures to uphold these high standards while performing as an
effectively integrated team take on two areas of emphasis inside the healthcare setting (Nester,
2016). The first focuses on improved health outcomes for the patient. The second involves
sustainable operations as the financial models shift to value-based pay where health services are
reimbursed based on the successful level of patient satisfaction and quality. The value of
conducting a study that measured the difference, if any, that the group composition via the IPE
(case study) had on the students’ self-reported proficiencies of IPEC competencies is invaluable to
both industries. This is because the students participating in the current study are only one to two
years away from working full-time in health careers that require cross-functional knowledge,
teamwork, and understanding.
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A significant shift occurred between 2010-2014 as the healthcare industry shifted to
integrate quality and care through new communication models leveraging the care team members
and the electronic medical records (EMR) (Nester, 2016). This quality and patient-centered model
is the new normal. Both the healthcare industry and healthcare educators must adjust to support
learning and competency development programs that move toward improved communication and
the value-based payment model. The general belief behind this current study was that when we
develop IPE that connects all care team members with the business leaders, the integrated model
places the patient in the center and provides personal and professional development for each team
member. The professional competencies of each member of the team should improve.
Research ethics
The Institutional Review Board (IRB) of Minnesota State University Moorhead (MSUM)
approved the current study. The MSUM IRB approval form can be found in Appendix A. This
approval was completed before starting the collection of data and successfully met the
requirements to ensure the ethical conduct of research involving human subjects was met (Mills &
Gay, 2019). Additionally, further approval was confirmed by the college hosting the current study.
The host college’s IRB approval form can be found in Appendix B. All appropriate paperwork was
completed on-time and filed with the IRB offices of both institutions.
Informed consent
The current study followed all requirements and protocols for obtaining informed consent
before delivering each education event or IPE. A copy of the informed consent release is located in
Appendix C. Before each IPE event, the researcher verbally introduced the current study and
explained the reasoning behind the current study and provided written informed consent
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documents for each participant to sign. It was communicated to the participants that the current
study was conducted as part of the researcher’s Doctoral Degree Program and will benefit the
researcher’s teaching practice. The researcher used pseudonyms (e.g., Student 1) without the
utilization of any identifying information to ensure participant confidentiality. The choice to
participate in the current study or withdraw at any time was communicated to each participant
verbally and in writing. The researcher collected and stored all signed informed consent forms
from each IPE event in a locked file in an office.
Limitations
One limitation of the current study was an imbalance in the numbers of students from each
program. The participants were students enrolled in courses that required attendance and
participation in interdisciplinary case study events offered four times during the 2019-2020 study
timeframe as a requirement for their respective courses. The survey completion was voluntary;
therefore, not every student who participated in the case study completed the survey. This is
evident in the results as participants from exercise science participated in both clinical only cases,
but the participants did not complete the survey. The students participated in the interdisciplinary
case as enrolled students in their program with no manipulation of each IPE event’s enrollment
numbers. Due to a high volume of enrolled nursing students, there was sometimes a
disproportionate number of nursing students represented at each case study event table. For
example, one table might have two-to-three nurses, one healthcare administration student, one
social work student, one nutrition/dietitian student, and one exercise science student. The uneven
representation may limit the “voice” of the under-represented programs or allow a “greater voice”
to those that have multiple members at the table. This imbalance does correlate to the reality that
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there are more nurses than other clinicians within the care delivery team in most healthcare
settings. Another limitation was that not all invited programs attended and participated in all IPE
case study events. The imbalance of participation could limit the ability to capture data related to a
fully integrated IPE event with multiple programs represented.
Conclusion
There is a need for healthcare and higher education industries to continue developing
collaborative solutions to improve clinical outcomes. Professional readiness starts with ensuring
that the education experience develops the professional competencies necessary for improved
teamwork and clinical outcomes. This current study was designed to measure the difference, if
any, that the group composition via the IPE (case study) had on undergraduate students’ selfreported proficiency of IPEC competencies. Chapter two, the literature review, introduces IPE,
describes the scope and purpose of IPE, and discusses stakeholders and roles for effective IPE
within the context of competencies.
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Chapter 2
Literature review
Introduction
There was no shortage of literature on the topic of interprofessional education (IPE) as it
relates to both the healthcare and higher education industries. There was consensus on the
definition of IPE throughout the literature, with several authors (Buckley et al., 2012; Hammick,
Freeth, Koppel, Reeves, & Barr, 2007; Jones & Phillips, 2016; Olenick, Allen, & Smego, 2010)
identifying it as an essential element of healthcare curriculum and professional readiness for those
entering the healthcare industry. There was a large volume of literature found on IPE in clinical
settings. Many authors (Begun et al., 2011; Olenick, Allen, & Smego, 2010; Reeves et al., 2010;
Van Wyk, & de Beer, 2017) shared that the research and overall IPE events focused on clinical
students or those with direct patent care with limited or no-mention of healthcare administration
students. This gap in the literature supported the need to pursue further research to measure the
difference if any, that IPE has on the proficiencies of IPEC competencies of both clinical and nonclinical healthcare students. It was evident in the literature that many elements impact IPE, and
several themes emerged. These themes included understanding the scope and purpose of IPE,
identifying the key stakeholders and barriers for effective IPE, and the debate on competencies and
student outcomes that span both the healthcare and higher education industries. The literature gap
was evident, with only one article found and reviewed specifically related to healthcare
administration students' roles in IPE.
Theme 1. Scope and Purpose of IPE
There was significant research related to the IPE’s purpose and intent, and a focus on
patients, quality, and improved health outcomes was evident in the literature. Several authors
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(Begun et al., 2011; Hammick et al., 2007; Nester, 2016; Van Wyk & de Beer, 2017) referenced
the importance of keeping the patient in the center of initiatives related to the assessment of IPE
programs and outcomes. The Institute of Medicine [IOM] (2003), Health professions education: A
Bridge to Quality, established one of the first calls to action on reforming professional
development and general education across all healthcare programs (IOM, 2003). The authors
stated, “all health professionals should be educated to deliver patient-centered care as members of
an interdisciplinary team, emphasizing evidence-based practice, quality improvement approaches,
and informatics” (IOM, 2003, p. 3). In 2010, The World Health Organization’s (WHO) report,
Framework for Action on IPE and Collaborative Practice, supported the Institute of Medicine’s
(IOM) report calling for the development of collaboration and improvements of IPE between all
stakeholders – educators, health systems, and policymakers. The authors defined IPE and
acknowledged a need for change with the issues of workforce shortages, fragmented health system
processes, and disconnected delivery in healthcare.
The IPE working group from WHO created a formal definition for researchers, educators,
health professionals, and policymakers that anchored much research. According to the WHO
(2010), “IPE occurs when students from two or more professions learn about, from, and with each
other to enable effective collaboration and improve health outcomes” (p. 10). Successful patient
care requires a multi-disciplinary team of healthcare professionals to provide care for each patient.
Both the WHO and IOM reports challenged the healthcare and higher education industries to
engage and make improvements to current programs and offerings. This “call for engagement”
was timely in that it coincided with the passing of The Patient Protection and Affordable Care act
of 2010, which called for new models of interdisciplinary team practice, payment reform, and
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increased use of information technology, all designed to put the patient in the center to reduce cost,
improve access and overall health outcomes (Berryman, Palmer, Kohl, & Parham, 2013). Van
Wyk and de Beer (2017) agreed with the patient-focused approach. They challenged educators to
remove the silos and allow for interdisciplinary training inside the academic classroom, focusing
on the patient. This ten-year journey of the development, promotion, and implementation of IPE
was only the beginning, as researchers needed to continue efforts to improve, expand, and better
understand the needs of all stakeholders.
Theme 2. Stakeholders and Barriers
Educational institutions must partner with the healthcare sector to develop and implement
successful IPE. The 2005 Joint Commission report Health Care at the Crossroads confirmed
competency or outcomes-based education continued to be both reviewed and supported by many
educational accreditation organizations and healthcare certification institutions (Calhoun et al.,
2008). There seems to be a consensus that faculty and educators must be open to an integrated IPE
model to be successful in training quality professionals. VanderWielen et al. (2014) identified the
need for multi-disciplinary or IPE leveraging student interactions. The researchers outlined the
barriers to integrative learning and encouraged collaboration using students as the leaders in the
efforts. Formal education is good at training specialties or program-specific content that is
necessary to be successful. The challenge comes when it is necessary to step outside the specialty
area and interact and integrate educational offerings with other programs. The shift allows the
clinical specialist to be a critical member of the integrated patient care delivery model and IPE
curriculum advancement (VanderWielen et al., 2014).

17
Many of the researchers did not ask or answer who had primary “ownership” of IPE and
how to ensure that the barriers and lack of accountability do not stand in the way of progress
toward developing programs that genuinely impact improved patient outcomes and health? Up to
this point, both educational institutions and healthcare organizations have focused efforts on their
programs independently. There is passion on both sides; it is just not coordinated. Research must
challenge these two major stakeholders to combine efforts and create a unified strategy grounded
in creating an educational experience that removes the barriers and improves the necessary
competencies. To restate, the barriers for successful implementation of IPE include a lack of a
common vocabulary and resources and academic and professional silos with minimal
administrative support from the top. It will take leadership from both sides to improve
programming with the next generation of IPE offerings and research.
One challenge that was evident in the literature was the complication of roles. One of the
more comprehensive studies recognizes the student’s role and experience as critical to IPE
success. Bridges et al. (2011) acknowledged, “As students become more immersed in their
education, they are likely to gain a better and more comprehensive understanding of their role in
the healthcare team” (p. 7). Other researchers agreed and stated that student involvement,
ownership, and engagement are critical as they begin their encounters with patients and each other
on the health care delivery teams. Researchers have outlined three main requirements, including
the need for the experience to be realistic, valuable, and authentic (Hammick et al., 2007). Bridges
et al. (2011) identified one critical success factor as the need for support from all areas, including
administrators, academic deans, and faculty members from each area of program that can help to
demonstrate a strong commitment to the interdisciplinary program. They stated further the need
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for administrative support, strong interprofessional programmatic infrastructure support, faculty
commitment, and student success and celebration as the critical success factors from the education
stakeholder. The commitment includes working collaboratively, developing a coordinated
curriculum, and supporting all students’ interprofessional learning goals. An example of a
reoccurring barrier was finding a “common time” during the academic day or week to
accommodate the IPE experiences (Dahley, Axvig, Bailey DeJong, Larson, & Tinjum, 2019). This
simple yet critical barrier had an impact on the faculty’s ability to provide the experiences, as well
as student involvement and engagement.
Theme 3. Competencies and Student Outcomes
As stated earlier, there is agreement on the definition of what IPE is and the importance.
The development and evaluation of professional competencies are not new to health professionals
or educators. It is a topic that engages the attention of researchers, educators, practitioners, and
professional associations. One influential report that defined and formalized professional
competencies was the Institute of Medicine report entitled, Health Professions Education, A bridge
to quality. The authors identified a set of “simple core competencies that all health clinicians
should possess, regardless of their discipline, to meet the needs of the 21st-century health care
system” (IOM, 2003, p. 45). The competencies included a focus on patient-centered care, a need to
work on interdisciplinary teams, a requirement to work using evidence-based practice, use and
apply quality-based metrics, and embrace informatics to support decision making (IOM, 2003).
These authors set the stage for future research on professional competencies within the health
industry.
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One agreement throughout the literature included a call to action for educators and higher
education institutions to ensure IPE is available with realistic and achievable outcomes for
students. Several authors (Begun et al., 2011; Hammick et al., 2007; Olenick, Allen, & Smego,
2010; Van Wyk & de Beer, 2017) referenced the importance of keeping the patient in the center of
IPE with a desire to seek agreement on the ideal competencies with a strong focus on teamwork.
One study in South Africa identified inter-professional teamwork as a required student outcome,
and the researchers used multi-disciplined therapy students and patient-experience for their
research. These authors agreed with Hammick et al. (2007) who also found a strong correlation
between improvements to each student’s teamwork and overall patient experiences. (Van Wyk &
de Beer, 2017).
Additionally, Buckley et al. (2012) used simulations in an undergraduate setting with five
different healthcare programs: nursing, medicine, physiotherapy, radiography, and the operating
department. The research added additional findings related to teamwork with role clarity,
improved patient awareness, and improved student satisfaction (Buckley et al., 2012). In contrast,
Aleshire, Dampier, and Woltenberg (2018) conducted a study of IPE with nurses as the subject.
These authors concluded that IPE did not have a material impact on the impressions of teamwork
for the nurses. They called for continued research and a sharper focus on curriculum development
from the educators of undergraduate nursing programs. It was prevalent throughout the literature
that a significant element of future research in IPE was the need to focus on patients, quality, and
improved health outcomes. A common theme in many of the articles included a call to action for
educators and institutions of learning to ensure IPE is available and realistic for students.
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A final study reviewed the self-perceptions of undergraduate healthcare students on
interprofessional education. The study’s purpose focused on the self-efficacy perceptions of
academic achievement, emphasizing beliefs, and attitudes. The study was conducted in an
Australian university and explored the question: Does the self-efficacy beliefs in the skills required
for interprofessional education and interprofessional collaboration differ among undergraduate
health care students (Williams, Beovich, Ross, Wright, & Ilic, 2017)? The result that brought the
most controversy included the detail that the oldest students demonstrated diminishing selfefficacy levels when the usual data would say the opposite. These results offer a challenge for
future research to evaluate the third-year or later student and conduct trend analysis. A surprising
result included significant self-efficacy differences between genders. This result offers
opportunities for faculty to use this data to break down the barriers and influence improved
equality in these situations. The authors clearly defined the self-efficacy and established a baseline
to further assist future research specifically about the curriculum. Future studies might consider
including multiple courses to allow for multi-disciplinary engagement in the solutions. Limitations
of this study include a bias for non-response due to convenience sampling. The study established a
stable baseline for future research. It creates a strong case for the importance of developing
curriculum and programs that focus on self-efficacy and IPE (Williams et al., 2017). The study
supported the overall premise of the current study and opened the door for the research to begin.
Literature Gap
As previously noted, there are gaps in the literature related to IPE’s connection to the
program of healthcare administration or the role of health administrator. Begun et al., (2011)
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identified a gap in the literature. It provided context and recommendations for improved
engagement from both the program inside higher education and healthcare professions. The author
confirmed the importance of interprofessional care within the healthcare industry and identified
one missing professional from the “interprofessional group,” namely, the healthcare administrator.
Begun et al. (2011) stated, “Healthcare administrators are important to the success of
interprofessional care because they often are in a strong position to accelerate and champion the
organization-wide culture and structure necessary for successful interprofessional care” (p. 119).
The author referenced Gilbert’s presentation from 2005 that identified the top 15 professions that
contributed to the success of IPE, which included professionals ranging from nurses and
pharmacists to dentists and doctors yet excluded the healthcare administrator. Referencing several
studies and articles that excluded the profession of a healthcare administrator, Begun et al., (2011)
challenged the status quo of how the institution of medicine “sees” the interprofessional team.
Arguing that the “blinders” come from historical tendencies of bureaucracy, a change is in order.
The authors challenged both the healthcare and higher education industries to step up and
make the necessary changes and influence fully integrated interprofessional teams. “The net effect
of the historical, employment, and organizational considerations seems to be that no one has
responsibility for the overall system in which multiple interprofessional care teams operate (Begun
et al., 2011, p. 121). The recommendations called for a change to improve the balance between
clinical and health administration roles focused on improving and developing new competencies.
Healthcare administrators and healthcare administration education should incorporate clinical
practice support and clinical systems management into professional or curriculum development
(Begun et al., 2011). The authors identified seventeen competencies that focused on strengthening

22

the interprofessional team and highlighted a few as critical for healthcare educators to add to the
curriculum. Suggestions included increased knowledge of clinical care, medical terminology, and
cultural support to influence interprofessional understanding. Many of the competencies listed
align with the competencies assessed in this current study. The final recommendations confirmed a
global voice that calls for the formal implementation of interprofessional experiences starting
within the classroom inside both clinical and non-clinical healthcare programs.
Theoretical Framework
Overview
The constructivist paradigm and the experiential learning theory is the framework for this
study. A convergent mixed-method approach used a survey to gather data. The study took place
during the 2019-2020 study timeframe when four interdisciplinary case study events, known as the
IPE, were conducted. The study sought to use the experience to produce learning and, in the end,
measured if there was a difference that the group composition via the IPE (case study) had on
undergraduate students’ self-reported proficiency of IPEC competencies.
Constructivism
It is essential to recognize the function of the IPE case study event in this study as it brings
the paradigm to light. Patel (2015) describes the constructivist paradigm as believing that there is
no single belief or truth and that individuals interpret reality through experiences. Constructivism
focuses on how people teach and how students acquire knowledge and learn based on previous
knowledge, which expands as they work together socially, and problem solve collectively
(Sutenin, 2008). Explained another way, Workshop (2020) describes how constructivism shifts the
student from passive learner to active learner throughout the learning process. Instead of just
sitting and listening to a lecture, the student is guided by the teacher and actively engaged to
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construct their knowledge through problem-solving, teamwork, and formal scaffolding of previous
learning.
The current study used a case study event that shifted the student to an active participant in
the learning process, allowing the study to be conducted and analyzed. The researcher attempted to
evaluate the difference, if any, the group composition via the IPE (case study) had on
undergraduate students’ self-reported proficiency of IPEC competencies based on learning through
the IPE case study events. One purpose of a case study is for students to “construct” new ideas and
awareness about the topic at hand. The purpose of an interdisciplinary case study (or IPE) is to
help students understand systems and to gain experience and knowledge from working with others
in varying roles and from different backgrounds. Pelch (2010) further defined constructivism as it
looked at knowledge as subjective, believing it was shaped by the experiences and dynamics of the
history that builds up and creates new knowledge through experience.
Constructivist Rationale
The constructivist theory is supported when case studies are used as the learning
environment. Problems are presented, and a multi-disciplinary approach to a solution or
recommendations are produced as a result of the learning. The constructivist theory fits with case
studies because once a problem has emerged in an activity, the individual needs to construct
various alternatives to the movement through their thinking in such a way that a new form of
activity arises, and the problem in the activity is solved (Pelch, 2010). In essence, each time
students experience new learning, they are building, growing, and developing new knowledge for
the next encounter. Pelch (2010) referenced Dewey describing the perspective that, “knowledge is
created by connecting to other knowledge. Dewey is viewing knowledge as the product of
recursive actions; in other words, knowledge grows from what we already know” (p. 12). Sutenin
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(2008) credited both Dewey and Mead with clarification and expansion on scaffolding knowledge
and introduced transactional constructivism as, “knowledge construed by an individual emerges in
the transaction between the individual’s activity and the environment for action” (p. 2). To recap,
the student shifted from passive to active learner. The student engaged in the IPE case study,
previously leveraged knowledge, and thrived within the environment. They discussed, debated,
educated, and informed each other through the experience that constructed new care plans or
solutions to the case study events.
Experiential Learning Theory
The current study used the experiential learning theory as the framework to support
measuring the difference, if any, that the group composition via the IPE (case study) had on
undergraduate students’ self-reported proficiency of IPEC competencies. Experiential learning has
been around for a long time. The formal learning model took shape between 1975-1984 when
David Kolb worked and published his learning styles model with learning styles inventory
(McLeod, 2017). The experiential learning theory includes four key phases for students to
experience, including a concrete event, time to reflect, time to conceptualize it, and test the
learning (McLeod, 2017). According to da Silva, Spers, Oliveira, and Fischmann (2019)
based on his theory, education plays a role beyond the transmission and reproduction of the
educational content. Education must provide an experimentation and perception
circumstance that enables the student to solve problems, practice the contents, and test
ideas to promote learning. (p.386)
The student’s learning shifts from theory to practice using the experiential learning model.
The model allows both the student and the educator the opportunity to leverage the experience and
the content to produce the learning and meet the student outcomes or objectives. The model’s
benefits are numerous for both the learner and the teacher, and the literature identified case studies
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or the IPE from this study as ideal examples of effective experiential learning. The simple
definition and explanation of experiential learning align with this study as it used “learning
experiences” or case study to create knowledge. The knowledge, skills, abilities, or competencies
were evaluated after each “experience” or event.
Research question
IPE is valuable for both the healthcare and higher education industries, and it is critical in
supporting a team-based learning environment. The newest research of IPE should consider
expanding the scope of the participants to include both clinical and healthcare administration
students. We should ask the following central question: what is the difference, if any, that the
group composition via the IPE (case study) had on undergraduate students’ self-reported
proficiency of IPEC competencies?
Conclusion
The literature confirmed a need for educators to continue further research on IPE. With
nearly two decades of research and information, this topic continues to be a priority for healthcare
and higher education industries. Much of the literature (Begun et al., 2011; Olenick, Allen, &
Smego, 2010; Reeves et al., 2010; Van Wyk, & de Beer, 2017) detailed several IPE programs with
a focus on clinical programs of nursing, therapy, pharmacy, radiology, and operating departments.
There were little details around the IPEC competencies that challenged results and student learning
outcomes. The literature review focused on IPE’s purpose and scope of stakeholders, barriers and
identified competencies and literature gaps. Chapter three will introduce and explain the
methodology and study design as well as describe the process for measuring the difference, if any,
through the use of both quantitative and qualitative survey data.
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Chapter 3
Methods
Introduction
A convergent mixed-method study was conducted to measure the difference, if any, that the
group composition via the IPE (case study) had on undergraduate students’ self-reported
proficiency of IPEC competencies. The current study used a survey tool developed by the faculty
researcher using the established IPEC competencies. Student participants completed the survey
after each IPE case study event producing quantifiable data related to the professional
competencies and qualitative data from the open-ended survey questions. The use of both
quantitative and qualitative survey data strengthened the research using a convergent design where
the data were collected simultaneously, compared for relational findings, and interpreted for final
results.
Survey
A survey was administered to two separate groups, one fully integrated, and one that was
clinical only. The first group included a fully integrated group of students, including students from
all health services programs (nursing, social work, exercise science, nutrition/dietetics, and
healthcare administration). The second group consisted of a clinical only group of students,
including students from nursing, social work, exercise science, and nutrition/dietetics. The survey
included both quantitative (agree/disagree) and open-ended questions. The survey sought to
discover potential IPEC competencies self-reported proficiency differences between the groups
participating in the IPE case study events. The specifics of the survey instrument are explained
later in this chapter.
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Research question
What is the difference, if any, that the group composition via the IPE (case study) had on
undergraduate students’ self-reported proficiency of IPEC competencies?
Research design
A convergent mixed-method study was conducted to measure the difference if any, that the
group composition (predictor variable) via the IPE (case study) had on the self-reported
proficiency of IPEC professional competencies (outcome variables). According to Briggs,
Coleman, and Morrison (2014), mixed-method research designs incorporate two dimensions: time
orientation and paradigm emphasis. The current study was considered QUAN+QUAL. It used
convergent timing (it collected both quantitative and qualitative data simultaneously), and the
paradigm emphasis was balanced (the data were weighted at the same level). The current study
utilized convenience sampling since students were enrolled in a specified course that attended the
IPE case study. The current study compared two groups. The first group included a fully integrated
group of students, including students from all health services programs (nursing, social work,
exercise science, nutrition/dietetics, and healthcare administration). The second group consisted of
a clinical only group of students, including students from nursing, social work, exercise science,
and nutrition/dietetics. This fully integrated group was not representative of a group included in
IPE in the past or within any studies from the literature reviewed. Adding the healthcare
administration students was the critical differentiator for this current study. The specifics of each
case study are explained later in this chapter.
Setting
The current study took place at a private Midwestern liberal arts college with a student
population of 2200. The college resides in a metro community with approximately 200,000 in

28

population with a secure agricultural, healthcare, and technology commerce. The current study
used four interdisciplinary case study events as the IPE, which took place at the college during the
2019-2020 study timeframe. The case study events were held inside a conference room set up with
round tables set for eight participants per table to accommodate up to seventy student participants
per event. Faculty members from each program, including the faculty researcher for this study,
were involved in the IPE case study events as hosts to the event. The host’s role was to introduce
the event, monitor the process and timing, and facilitate the broad group student discussion at the
end of each event.
Participants
Participants included undergraduate students who attended the Midwestern College
studying nursing, social work, exercise science, nutrition/dietetics, and healthcare administration.
The participants were students enrolled in courses that required attendance and participation in an
interdisciplinary case study event offered four times during the 2019-2020 study timeframe as a
requirement for their respective courses. The interdisciplinary case studies were the IPE for this
current study.
Participants included 149 students who gathered to analyze four different health case
studies: disabled child (n = 37, 24.8%), eating disorder (n = 33, 22.1%), Parkinson’s disease (n =
54, 36.2%), and diabetes (n = 25, 16.8%). Healthcare administration students only participated in
two of the case studies, eating disorder and Parkinson’s, thus allowing for the students to be
divided into the groups that are the primary interest of this study: clinical only (n = 62, which did
not include healthcare administration students) and fully integrated (n=87).
The students represented a cross-section of clinical student body with sophomores (n = 9),
juniors (n = 81), seniors (n = 53), and graduate/accelerated program students (n = 6). While the
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majority of the participants were from the nursing program (n = 66, 44.3%), five other programs
were represented in at least one case study: nutrition/dietetics (n = 35, 23.5%), social work (n = 16,
10.7%), exercise science (n = 11, 7.4%), education (n = 7, 4.7%), and healthcare administration (n
= 14, 9.4%). While participation in the IPE case study was a requirement for the respective
courses, any student could opt-out of participating in the survey for the study. The details for each
IPE case study event can be found later in this chapter.
Sampling
This current study sample was a convenience sampling. It included and represented all
students participating in IPE at the Midwestern College, including clinical and healthcare
administration undergraduate students. The participants included approximately 150 students for
the four IPE case study events. Not all programs attended each case study. Attendance was based
on which course required participation from each program and the content of the case study. For
example, social work, nursing, and nutrition/dietetics students participated in all IPE case study
events because every case required their professional expertise. The other programs participated
based on the case’s content and the need for their professional expertise.
Instrumentation
The researcher developed the survey instrument for this current study. The survey was
developed using the competency standards and statements from the interprofessional core
competencies outlined in the 2016 Interprofessional Education Collaborate (IPEC) report, “Core
Competencies for Interprofessional Collaborative Practice.” As a result of the utilized standard
IPEC competencies, instrument validity and reliability were considered to be reasonably
established and adequate for this study. The survey was sent for review to eleven subject matter
experts. Three subject matter experts returned the instrument with feedback. The feedback
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included more explicit definitions and wording related to specific questions and demographic
information for data capture. Minimal wording changes were recommended. Two demographic
questions were added. The first was the table identifier or question number three, and the second
was the addition of the education major added to question number one. The questions were further
refined and approved by the faculty subject matter experts using information from previous
evaluation tools used by the Midwestern college for IPE experiences from previous years. After
the revisions were made to the survey, final confirmation and buy-in were received by the
participating faculty that the survey and IPEC competencies used in this current study aligned with
the expected professional competencies required for each program. Many of the program’s
professional associations are members of the IPEC and participated in the research and affirmation
of the approved IPEC competencies in the 2016 report.
The survey had four demographic questions, eight quantitative questions with associated
agreement scales, and four open-ended qualitative questions related to the study. The survey also
contained three questions focused on healthcare and clinical knowledge not related directly to
IPEC competencies. These three questions were not utilized for this current study but were
retained for future studies. The survey was given to student participants after each IPE event, and
the students voluntarily completed the survey after each event. The survey was emailed to students
by their faculty advisor for the participating course. Due to the online format and length of the
survey, it took no more than thirty minutes to complete, with the average completion being less
than ten minutes (IPE Student Survey –see Appendix D).
Procedure: IPE case study
Faculty members representing nursing, social work, exercise science, nutrition/dietetics,
and healthcare administration created and administered four interdisciplinary case studies. The

31

researcher for this study was one of the faculty members that created and facilitated the IPE case
study events. The case studies’ development came from actual health-related experiences that the
faculty members experienced with added research and information from each program. The case
studies were integrated into the curriculum within each program. Each program required separate
class-time preparation. Students completed assignments ahead of time that prepared the students
for each IPE case study event. “The goal of the IPE experiences was to enable graduates to have
the ability to function effectively in interdisciplinary teams before entering professional practice to
improve communication and quality of care” (Dahley et al., 2019, p. 2). Illustrated in Figure 1 is
the IPE case study flow chart.
Figure 1
IPE Case Study Flow Chart

Each faculty member from
participating programs confirm
participation in IPE Case study
and place assignments and IPE
attendance in course syllabus

First twenty minutes - Tables
reviewed the case, discussed key
issues ensuring all programs
shared. Goal was to gain an
understanding of each program’s
perspective on the case

Second twenty minutes - Tables
asked to discuss the matter as a
care team and created
recommendations for the top
three priorities as an integrated
team for the care plan or policy in
the case

Program-specific work began in
the classroom. Students read,
reviewed, & analyzed the IPE
case study

Students attend IPE Case Study
event and sit at assignned tables
for one-hour session (split into
three- 20-minute sessions)

Third twenty minutes involved a
collaborative process whereby
the tables reported out and shared
their priorities and
recommendations to the large
group

Each program completed prework and program-specific
assignments to prepare for IPE
case study

Prior to IPE Case Study event,
participating faculty assign
students to tables to accomodate
that each program was
represented at a table

The collaborative process and
group report-out highlighted
similarities and differences
among the groups which sparked
dialogue and debate related to the
overall case and care plans

Figure 1. The flow chart illustrates the process of faculty and student experience before and
during the IPE case study event. It details the pre-work and activities that are experienced by
participants.
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The case study experience started inside each program’s classroom. Students were assigned
to read and analyze the case independently and study it through the “lens” of their professional
perspective and program. Classroom work included case review, research, planning, developing
care plans, and documentation on recommendations to share during the integrated case study
events. Students brought the documents they had prepared in the classroom into a larger event, the
IPE case study hosted by participating programs. Students were divided into groups where each
program was represented and assigned to a table. Each case study lasted one hour. The one-hour
timeframe for each case study event was broken into three twenty-minute segments. The first
twenty minutes was used to review the case, discuss key issues from each program’s perspective,
and understand each program’s perspective. The second twenty minutes, each table of students
were asked to discuss the matter as a care team and create recommendations for the top three
priorities as an integrated team for the care plan or policy. The final twenty minutes involved a
collaborative process whereby the tables reported out and shared their priorities and
recommendations to the large group, facilitated by participating faculty members from the
programs. The collaborative process and group report-out highlighted similarities and differences
among the groups, which sparked dialogue and debate related to the overall case and care plan.
The faculty members involved in the IPE at this institution have revised the IPE case
studies at the end of each year to ensure the content remained realistic and timely within their
programs. The case studies were written to include realistic physical, mental, emotional, cultural,
and economic challenges that required interdisciplinary teams to collaborate to improve health
outcomes for the patient (Dahley et al., 2019). Details of the four cases expected student
collaboration and program participants are outlined below. A sample of the program-specific
Parkinson case study materials is included in Appendix E.
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Parkinson’s - Chronic Disease Rural Setting: An older adult in rural North Dakota,
struggling with the diagnosis of Parkinson’s disease and its future impact on his living
situation. Students collaborated to resolve dietary challenges, home safety considerations,
access to medical care and treatment as well as caregiver stress, family dynamics, and
options for cost-effective home-based services. Participating programs invited to this IPE
case study included the fully integrated group, including nursing, social work, exercise
science, nutrition/dietetics, and healthcare administration.



Eating Disorder - Mental Health: An adolescent with anorexia nervosa requiring students to
resolve challenges to accommodate her physical and emotional needs while providing
effective and cost-effective treatment for her eating disorder. Students collaborated on both
treatment plans as well as social issues and consulted to accommodate the decisions for inpatient or out-patient treatment and the impact of that decision. Participating programs
invited to this IPE case study included the fully integrated group, including nursing, social
work, exercise science, nutrition/dietetics, and healthcare administration.



Child Disability: A five-year-old entering the school system with cerebral palsy and
significant health concerns needing support, assistance, and out-patient health services
treatment. Students collaborated to consider the school’s ability to accommodate the
child’s medical needs, family dynamics, and reduced risk of infections and other needs for
out-patient treatment. Participating programs invited to this IPE case study included the
clinical only group, including nursing, social work, exercise science, and nutrition/dietetics.



Diabetes - Chronic Disease Minority/Low socioeconomic conditions: A middle-aged lowincome Native American woman with diabetes struggles to manage a condition, access care
resulting in multiple readmissions. Students collaborated to understand the Native

34

American culture, socioeconomic conditions, and barriers to living on the reservation with
limited access to health and community support services. Participating programs invited to
this IPE case study included the clinical only group, including nursing, social work,
exercise science, and nutrition/dietetics.
Data collection
Participating students engaged in an interdisciplinary case study event, which was the IPE
for this study, and completed an online survey after the conclusion of each IPE experience.
Students that participated in the IPE had the opportunity to attend four IPE events throughout the
2019-2020 study timeframe and completed an online survey after each experience. The survey was
administered online and securely through Qualtrics. Participating faculty advisors sent participants
a link to the online survey for completion after each interdisciplinary case study or IPE event.
Data analysis
The study used a convergent mixed method design, which included quantitative and
qualitative data from the survey. The study was convergent because it collected both types of data
concurrently. The survey data were collected electronically through Qualtrics and the quantitative
data were analyzed through the use of the Statistical Package for the Social Sciences (SPSS) tool
and process. Responses were analyzed using descriptive statistics of group and program to
evaluate and compare the data. A series of independent sample t-tests were conducted to compare
the clinical only and fully integrated groups on their mean scores for each of the IPEC
competencies. These were followed by a series of two-way ANOVAs to determine if other
demographic characteristics interacted with the clinical only and fully integrated groups in
predicting proficiencies of IPEC competencies.
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The qualitative data from the open-ended questions were collected and analyzed through
thematic analysis using an inductive and semantic approach. The inductive approach allowed the
researcher to use the data to determine the themes. The researcher used a bottom-up approach that
involved categorization of the comments into generalized themes. To further refine the comments,
open coding was used to identify, name, categorize, and create qualitative data themes. The
semantic approach involved analyzing the explicit content or the participant’s opinions from the
case study experience, which further developed the final themes. The researcher’s intended use of
the qualitative data was to enhance and expand the data with another dimension of data using
themes, codes, and direct quotes from the survey participants. The qualitative data focused on two
of the four IPEC competencies, including teamwork and feeling valued within a specific role or
program.
Ethical considerations
The current study and evaluation of this topic should have minimal if any, negative ethical
considerations. The survey was voluntary and did not impact any material matters for the students.
Participants have communicated high levels of satisfaction toward both the classroom assignments
and the IPE events, as documented in course evaluations per program. The fact that the IPE events
are a part of the regular course requirements and have been inside the different programs for
several years also supports the idea that this current study had minimal ethical issues. One ethical
consideration that could impact the current study was that the classroom work and participation
and attendance in the IPE events were graded. Students cannot “opt-out” of the event, but they
could “opt-out” of participating in the current study.
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Conclusion
The need for new and improved research on IPE was evident. Strides have been made to
improve collaboration across clinical programs. The literature gap challenged both the healthcare
and higher education industries to focus efforts on integrating the healthcare administration
partnership into the collaboration. The need for improved teamwork and interoperability in
healthcare is at an all-time high. The educational institutions must embrace the need to expand the
circle, engage those that can truly impact a fully integrated care delivery team, and allow a
renewed focus on improved patient and clinical outcomes. Embracing and enhancing the change
will help to develop the necessary competencies and make a paradigm shift. Chapter three
provided detail on the methodology of the current study. Chapter four re-summarizes the purpose
and provides the results related to the student self-reported differences between the groups
participating in the IPE case study events.
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Chapter 4
Results
Introduction
Healthcare leaders and educators alike strive to make the changes necessary to support
team-based care with new goals, measures, and legislation that require increased collaboration.
New pressures within the last decade add to the complexity of these changes as the healthcare
industry continues to manage the issues of cost, access, and quality nearly ten years after the
passing of the Patient Protection and Affordable Care Act (Nester, 2016). One curriculum strategy
that continues to offer a workable solution to developing the necessary competencies to enhance
team-based care is interprofessional education (IPE). This chapter re-states the purpose and
research question, outlines assumptions, and shares the study results where the researcher set out to
assess if there was a difference in proficiency in the self-reported Interprofessional Education
Collaborative (IPEC) competencies when the IPE case study participants were clinical only or
fully integrated to include healthcare administration students. Both quantitative and qualitative
results are shared through statistical description, tables, and figures.
Re-stated Purpose
Previous research (World Health Organization, 2010; Institute of Medicine, 2003; Bridges,
Davidson, Odegard, Maki, & Tomkowiak, 2011; Pecukonis, Doyle, & Bliss, 2008) supported the
idea that IPE is valuable for both the healthcare and higher education industries. The current study
expanded the scope of the participants of IPE to include both clinical and healthcare administration
students. The central question for this current study was: what is the difference, if any, that the
group composition via the IPE (case study) had on undergraduate students’ self-reported
proficiency of IPEC competencies? The IPEC (2016) competencies assessed for this study
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included 1) The case study process helped me to respect the unique roles/responsibilities of other
health professions and the impact these factors can have on healthcare delivery. 2) The case study
process helped to develop skills to manage ethical dilemmas specific to interprofessional
patient/population centered care situations 3) I experienced effective teamwork with participants
of the case study process 4) I believe my role was valued through the case study process. The
general belief behind this current study was that when we develop IPE that connects all members
of the care team along with the health business leaders, the integrated model places the patient in
the center and provides personal and professional development for each member of the team. The
professional competencies of each member of the team should improve. Gaining an understanding
of the difference, if any, of their self-reported proficiencies in competencies could assist future
research and the development of the IPE curriculum, which, in the end, could influence improved
health outcomes for patients.
Participants
Participants included 149 students who gathered to analyze four different health case
studies: disabled child (n = 37, 24.8%), eating disorder (n = 33, 22.1%), Parkinson’s disease (n =
54, 36.2%), and diabetes (n = 25, 16.8%). Healthcare administration students only participated in
two of the case studies, eating disorder and Parkinson’s, thus allowing for the students to be
divided into the groups that are the primary interest of this study: clinical only (n = 62, which did
not include healthcare administration students) and fully integrated (n=87).
The students represented a cross-section of clinical student body with sophomores (n = 9),
juniors (n = 81), seniors (n = 53), and graduate/accelerated program students (n = 6). While the
majority of the participants were from the nursing program (n = 66, 44.3%), five other programs
were represented in at least one case study: nutrition/dietetics (n = 35, 23.5%), social work (n = 16,
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10.7%), exercise science (n = 11, 7.4%), education (n = 7, 4.7%), and healthcare administration (n
= 14, 9.4%).
Assumptions
Before conducting inferential statistical analyses, the three basic assumptions of both
independent t-tests and two-way ANOVAs were examined for each of the four competencies: 1)
evidence of outliers, 2) homogeneity of variance, and 3) normal distribution of the data. As each of
the competencies was measured with an ordinal Likert-scale from 1 to 5, there was limited positive
response options that participants could make and therefore, limited variability in responses. The
descriptive statistics exploring the assumptions provided evidence of limited variability. As such,
any participant who rated their competencies as a one or a two were considered to be outliers.
Knowing this, there were 2, 3, and 5 data points that were considered outliers for the ethical
dilemmas, effective teamwork, and believe my role was valued competencies, respectively.
Using Levene’s test for homogeneity of variance, respect for the unique roles (F(8,140) =
2.548, p < .05) and believe my role was valued (F(8,140) = 2.088, p < .05) both were significant,
indicating that the groups used in the two-way ANOVAs did not have equal variance. The other
two competencies were not found to have significant homogeneity. Norman (2010) confirmed that
as long as the N>30 and the groups are somewhat equal- t-test is robust to violations of
homogeneity of variance. This was one of the reasons the researcher proceeded with the study as
there was no issue with the t-test robustness. Shapiro-Wilk tests were used to determine if each of
the competency variables were normally distributed. Each of the variables proved to be negatively
skewed and not normally distributed: respect for the unique roles (W(149) = .721, p < .001), ethical
dilemmas (W(149) = .762, p < .001), effective teamwork (W(149) = .714, p < .001), and believe
my role was valued (W(149) = .754, p < .001). The decision to proceed with the study with the
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lack of normally distributed data was supported by previous research. Norman (2010) clarified the
myth that one cannot use t-tests and ANOVA because of the lack of normally distributed data.
The Central Limit Theorem shows that, for sample sizes greater than 5 or 10 per group, the
means are approximately normally distributed regardless of the original distribution.
Empirical studies of robustness of ANOVA date all the way back to Person (1931) who
found ANOVA was robust for highly skewed non-normal distributions and sample sizes of
4, 5, and 10… Thus both theory and data converge on the conclusion that parametric
methods examining differences between means for sample sizes greater than 5 do not
require the assumption of normality and will yield nearly correct answers even for
manifestly non-normal and asymmetric distributions like exponentials. (p.628)
Quantitative Results
While there were individuals from six different programs who participated in at least one of
the four IPE case studies, participants from only three programs were involved in both the clinical
only and the fully integrated case studies including Nutrition/Dietetics, Nursing, and Social Work.
There were no Education majors who participated in the fully integrated case studies. It should be
noted that Exercise Science students only attended one fully integrated case. As such, their data
could not be used to compare IPEC competencies based on group. Therefore, when analyzing
whether distinct programs perceived their competencies differently in fully integrated or clinical
only case studies, only the three programs (Nutrition/Dietetics, Nursing, Social Work) that had
experienced both were included in the analyses.
To test if the composition of the student participants in the IPE case studies influenced the
perceptions of individuals’ IPEC Core Competencies, a series of independent sample t-tests were
conducted. For each t-test, fully integrated or clinical only group was entered as the independent
grouping variable. The four competencies were entered as the outcome test variables in each
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respective test. There was no significant differences between case study groups in their perception
of “respect the unique roles/responsibilities of other health professionals” (t(147) = .634, p = ns),
“develop skills to manage ethical dilemmas specific to interprofessional patient/ population
centered care situations” (t(147) = .368, p = ns), or “experiences effective teamwork with
participants of the case study process” (t(147) = 1.495, p = ns). Individuals who were a part of
clinical only case studies had significantly higher perceptions of competencies in “believe my role
was valued through the case study process” (M = 4.50) than individuals in the fully integrated case
studies (M = 4.22, t(147) = 2.051, p< .05).
To test if individuals in different programs reported different perceived competencies in
clinical only or fully integrated case studies, a series of 2 × 3 ANOVAs were conducted entering
clinical vs. fully integrated case studies and programs as fixed factors, while the IPEC Core
Competencies were entered as the four outcome variables in separate ANOVAs (see Figures 2-5).
In the first ANOVA, with “respect the unique roles/responsibilities of other health professionals” as
the outcome variable, the overall model was significant, F(5, 117) = 4.313, p < .001. While the
main effect of case study group (clinical only or fully integrated), F(1, 117) = 1.673, p = ns, was not
significant, there was a significant main effect of program that a participant was enrolled in, F(2,
117) = 9.812, p < .001, such that Nutrition/Dietetic majors had experienced significantly higher
perception of respect for roles (M = 4.871) than either Nursing (M = 4.301, p < .001) or Social
Work majors (M = 4.375, p < .01), see Figure 2. There was no significant interaction between case
study group (clinical only or fully integrated) and program, F(2, 117) = 0.077, p = ns related to
perceptions of “respect the unique roles/responsibilities of other health professionals.”
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Figure 2
Estimated Means for Main Effect of Program Predicting Perception of Respect for
Roles/Responsibilities of Other Health Professionals
5
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Note. Error bars that do not overlap indicate that the groups are significantly different from each
other.
With “develop skills to manage ethical dilemmas” as the outcome variable, the overall
model was significant, F(5, 117) = 6.058, p < .001. Once again, the main effect of case study type,
F(1, 117) = .374, p = ns, was not significant. There was a significant main effect of program that a
participant was enrolled in, F(2, 117) = 14.571, p < .001, such that the Nursing program had
significantly lower perception of development of ethical skills (M = 4.058) than either
Nutrition/Dietetic (M = 4.741, p < .001) or Social Work majors (M = 4.688, p < .001), see Figure
3. There was no significant interaction between case study group (clinical only or fully integrated)
and program, F(2, 117) = 0.403, p = ns.
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Figure 3
Estimated Means for Main Effect of Program Predicting Perception of Develop Skills to Manage
Ethical Dilemmas Specific to Interprofessional Patient/Population Centered Care Situations
5
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Note. Error bars that do not overlap indicate that the groups are significantly different from each
other.
With “experience effective teamwork” as the outcome variable, the overall model was
significant, F(5, 117) = 2.758, p < .05. The main effect of case study type, F(1, 117) = 7.124, p <
.01, was significant with clinical only having significantly higher perception of effective teamwork
(M = 4.657) than fully integrated case studies (M = 4.234). There was not a main effect of
program, F(2, 117) = 1.987, p = ns. There was a significant interaction effect between case study
type and program, F(2, 117) = 3.937, p < .05 (see Figure 4), with Social Work showing
significantly higher perceived competencies in clinical only (M = 4.750) than in fully integrated (M
= 3.625, p < .05). There was no significant interaction for Nursing or Nutrition/Dietetics.
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Figure 4

Estimated Means for Two-way Interaction with Program and Predicting Perception for Effective
Teamwork
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Note. Error bars that do not overlap indicate that the groups are significantly different from each
other.
The final 2 × 3 ANOVA had “I believe my role was valued” as the outcome variable. The
overall model was significant, F(5, 117) = 3.299, p < .01. The main effect of case study group,
F(1, 117) = 7.978, p < .01, was significant with clinical only having significantly higher perception
of role value (M = 4.632) than fully integrated case studies (M = 4.182). There was not a main
effect of program, F(2, 117) = 2.301, p = ns. There was a significant interaction effect between
case study group and program, F(2, 117) = 4.766, p < .01 (see Figure 5), with Social Work
showing significantly higher perceptions of competencies in clinical only (M = 4.750) than in fully
integrated (M = 3.500, p < .05). There was no significant interaction for Nursing or
Nutrition/Dietetics majors.
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Figure 5
Estimated Means for Two-way Interaction with Program and Group Predicting Perception of Role
Value
5.5

5

4.5

4

3.5

3
Nutrition & Dietetics

Nursing
Clinical Only

Social Work

Fully Integrated

Note. Error bars that do not overlap indicate that the groups are significantly different from each
other.
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Table 1
Group Statistics
Outcome Variables
IPEC Competencies
The case study process
helped me to respect
the unique
roles/responsibilities of
other health
professions.
The case study process
helped to develop skills
to manage ethical
dilemmas specific to
interprofessional
patient/ population
centered care
situations.
I experienced effective
teamwork with
participants of the case
study
process.
I believe my role was
valued through the case
study process.

Group
Clinical ONLY
Fully
Integrated

N
62
87

M
4.52
4.45

SD
.620
.660

SE
.079
.071

Clinical ONLY
Fully
Integrated

62
87

4.39
4.34

.754
.644

.096
.069

Clinical ONLY
Fully
Integrated

62
87

4.56
4.38

.562
.852

.071
.091

Clinical ONLY
Fully
Integrated

62
87

4.50
4.22

.647
.933

.082
.100
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Table 2
Outcome Variable: The Case Study Process Helped Me to Respect the Unique
Roles/Responsibilities of other Health Professions
Program
Nutrition & Dietetics

Nursing

Social Work

Total

Group
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total

M
4.92
4.82
4.86
4.38
4.22
4.30
4.50
4.25
4.38
4.53
4.44
4.48

SD
.277
.395
.355
.652
.659
.656
.756
.886
.806
.634
.668
.651

N
13
22
35
34
32
66
8
8
16
55
62
117
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Table 3
Outcome Variable: The Case Study Process Helped to Develop Skills to
Manage Ethical Dilemmas Specific to Interprofessional Patient/ Population
Centered Care Situations.
Program
Nutrition & Dietetics

Nursing

Social Work

Total

Group
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total

M
4.85

SD
.376

N
13

4.64

.492

22

4.71
4.15

.458
.857

35
34

3.97

.647

32

4.06
4.63

.762
.518

66
8

4.75

.463

8

4.69
4.38

.479
.782

16
55

4.31

.667

62

4.34

.721

117
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Table 4
Outcome Variable: I Experienced Effective Teamwork with participants of the
Case Study Process
Program
Nutrition & Dietetics

Nursing

Social Work

Total

Group
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total
Clinical
ONLY
Fully
Integrated
Total

M
4.69

SD
.480

N
13

4.55

.800

22

4.60
4.53

.695
.615

35
34

4.53

.718

32

4.53
4.75

.661
.463

66
8

3.63

1.302

8

4.19
4.60

1.109
.564

16
55

4.42

.879

62

4.50

.750

117
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Table 5
Outcome Variable: I Believe My Role was Valued Through the Case Study Process
Program
Nutrition & Dietetics

Nursing

Social Work

Total

Group
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total
Clinical ONLY
Fully Integrated
Total

M
4.62
4.55
4.57
4.53
4.50
4.52
4.75
3.50
4.13
4.58
4.39
4.48

SD
.506
.739
.655
.662
.622
.638
.463
1.512
1.258
.599
.875
.761

N
13
22
35
34
32
66
8
8
16
55
62
117

Qualitative Data
Qualitative open-ended questions were included in the study to further expand on the detail
related to two of the outcome variables including teamwork and feeling valued. The first question
asked respondents to describe examples of teamwork that were experienced during the case study
process? The themes that emerged from this question included collaboration, communication,
patient-centered, and planning. Respondent’s examples of collaboration included openmindedness in working with each other, valuing diversity of thought, leveraging other’s ideas, and
understanding with empathy. A second theme was communication with examples of active
listening, support of one another, and healthy debate among participants. The final themes
included patient-centered planning which focus on patient-centered care planning, decisionmaking, and maintaining patient-centered goals when discussing each program’s perspective. (see
Table 6).
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Table 6
Qualitative Open-ended Question: Describe One Example of Teamwork That You Experienced
During the Case Study Process
Theme
Collaboration

Codes
Used resources
Collaborated
priorities
Come together
Used each other to
Agreement on
priorities
Democratic
Open to diverse
thought
Listen to others
Support of ideas
Everyone’s voice
heard
Healthy debate

Communication

Communication (
Patient Centered

Planning

in
Best plan of care for
patient
Prioritized care for
patient
Best healthcare for
the patient
Research
Plan for client
Care plan
development
Ideas shared for plan
Most important part
of plan
Concept map
Developed one plan

Student open-ended survey comments
“We all came to a consensus about the top
three priorities.”
“Collaborating to find priorities.”
“We all democratically decided what to
write as our final care plan.”
“We discussed the priorities, but through
the lens of different professions.”

“All members were good listeners.”
“Everyone at the table was able to share
their expertise and discuss what a priority
was for the client.”
“We had to defend our viewpoints and
compromise.”
“All of the disciplines able to express the
most important care plan for patients.”
“All the roles contributed to something to
the overall goal of health for the patient.”
“We all were able to piggyback onto each
other’s comments to create a cohesive care
plan.”
“We incorporated one aspect of each
profession into our final plan.”
“We decided on a plan for the client
together and tried to address everyone’s
stance.”
” All of our ideas were put into one plan.”

The second opened-ended question asked respondents to describe one example of how they
felt valued by other participants in the case study process? The themes that emerged from this
question included engagement, active listening, and respect. Respondent’s shared examples of
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engagement while feeling appreciated by members of other disciplines when they were asked for
their opinion and thanked for their expertise. Examples of active listing included verbal and nonverbal validation with acknowledgement of a job well done. The respondents shared that the
interactions with others demonstrated a willingness to listen through dialogue and healthy debate.
Finally, there were multiple respondents that mentioned feeling respected with examples of taking
turns, feeling valued, with an overall sense of care and concern. (see Table 2).
Table 7
Qualitative Open-ended Question: Describe one example of how you felt valued by other
participants in the case study process?
Theme

Codes

Engagement

Feeling appreciated
Sharing expertise
Appreciation
Positive experience

Active Listening

Open minded
Listened to each other
Willing to listen
Validated expertise
Valued for words
Acknowledgement
Asked questions

Respect

Respected for
knowledge
Care/Understanding
Concern
Took turns

Student open-ended survey
comments
“Being asked for input and using my
own expertise.”
“The other participants commented
that they were glad I was there.”
“They were all willing to listen when
I had something to say.”
“People verifying what I had said
and adding to it.”
“It was critical that we listen to
each other.”
“Felt heard and understood.”
“When people responded to my
opinion with ‘good point’.”
“Everyone gave me full attention
when I was speaking.
“I was respected.”
“I felt valued and respected.”
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Conclusion
This chapter presented statistical results and qualitative themes of the analyzed data.
Chapter 5 details a summary of the findings, challenges, and limitations of the current study and
recommendations for future studies.
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Chapter 5
Conclusion & Recommendations
Introduction
Nearly twenty years ago, key stakeholder groups within healthcare and higher education
industries were called upon to reform healthcare education through interdisciplinary practice.
Innovative curriculum reform included several strategies, with an emphasis on incorporating
collaborative experiences of interprofessional education (IPE). IPE is valuable for both the
healthcare and higher education industries, and it is critical in supporting a team-based learning
environment. The current study was designed to assess the Interprofessional Education
Collaborative (IPEC) competencies, including values/ethics for interprofessional practice, interdisciplinary understanding of roles and responsibilities, interprofessional communication, and
teamwork. The current study’s goal was to add to the literature and researched IPE and expanded
the scope of the participants to include both clinical and healthcare administration students and
asked, what is the difference if any, that the group composition via the IPE (case study) had on
undergraduate students’ self-reported proficiency of IPEC competencies? Chapter 5 will
summarize the findings, share challenges and limitations, outline recommendations for future
research, and conclude with the researcher’s final thoughts.
Summary of the Findings
Independent Sample t-test
The first level of analysis used a set of independent sample t-tests to compare the mean
scores of the IPEC competencies from both case study groups (clinical only and fully integrated).
The findings were limited as there were no statistically significant difference between case study
groups in three of the four competencies including: “respect the unique roles/responsibilities of
other health professionals,” “develop skills to manage ethical dilemmas specific to
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interprofessional patient/ population centered care situations,” and “experiences effective
teamwork with participants of the case study process.”
There was only one statistically significant proficiency of competency found with the t-test
approach to understanding case study group differences. Individuals who were a part of the clinical
only case studies had significantly higher proficiency of competency in “believe my role was
valued through the case study process” than individuals in the fully integrated case studies (M =
4.22, t(147) = 2.051, p < .05). These results indicate stronger connections between the participants of

the clinical only studies related to their role being valued by others. When the researcher reviewed
the qualitative data related to the role of feeling valued, these strengths are supported with themes
of engagement, active listening, and respect with no negative comments related to the feeling
valued competency. This finding shows that the group composition of clinical only resulted in a
higher-level proficiency of competency related to feeling valued by the other participants. It is
important to note that while clinical only participants had significantly higher scores, on the 5point Likert scale, both groups had scores above 4 indicating that both groups had overall high
proficiencies in self-reported competencies. These independent-sample t-tests indicate that a fully
integrated team composition had minimal impact on the proficiencies of four IPEC competencies.
Two-way ANOVAs
In an effort to better understand the impact of group composition on the proficiency of
IPEC competencies, a series of two-way ANOVAs were conducted to test if the program a student
is in interacted with participation in a clinical only or fully integrated case studies to predict
competencies. The results of this analysis are best explained by each program. As previously
discussed, only three programs participated in and completed the surveys for both clinical only and
fully integrated case studies.
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Nursing. Nursing students had significantly lower perceptions of the development of
ethical skills than the Nutrition/Dietetics or Social Work students, though means for all groups
were above 4 on the 5-point Likert scale. Ha-ping Yung (1997) referenced several studies
(Aerostar, 1982; Fry, 1985; Holly, 1986; Zablow, 1984/1985) where evidence suggested that
nurses struggle with identifying and solving ethical dilemmas because they are ill-prepared and
have limited exposure to ethical decision making. This struggle was supported further with
evidence that Nora et al., (2016) identified related to the way nurses address and respond to ethical
problems which varies according to personal values, experiences, independence, and overall skill.
The research may suggest that increased exposure to ethical decision making through IPE case
studies could assist to improve the development and competencies for Nurses. This finding may
warrant further study to better understand this phenomenon.
Nutrition/Dietetics. Nutrition/Dietetics students had significantly higher perceptions of
respect the unique roles of other health professions and the impact on healthcare delivery for roles
than either Nursing or Social Work students and higher perceptions of the development of ethical
skills than nursing students. This data translated into a positive experience of feeling respected and
engaging in ethical dilemmas for the Nutrition/Dietetics students. Interestingly, the
Nutrition/Dietetics students consistently had the highest scores of any of the groups on all the
Likert scale question. There is some evidence that individuals who choose different college
programs have different personality characteristics (Balsamo, Lauriola. & Saggino, 2012; Larson
et al., 2010), and as such, it is possible that individuals who choose to major in Nutrition/Dietetics
respond to any questions about experiences with greater positivity. There were not any open-ended
questions related to respect for roles that could have helped to elucidate any differences between
programs. This finding may warrant further study related to the dynamics between
nutrition/dietetics students and the other clinical disciplines.
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Social Work. Social work students showed significantly higher proficiency with the selfreported competencies in both “experience effective teamwork” and “I believe my role was
valued” when in the clinical only cases versus the fully integrated case studies. As such, it seems
that the social work students felt less teamwork and less valued when the healthcare administration
students were present. While there is little evidence that increase in the size of a group is related to
a decrease in perceptions of effective team work (Pfaff & Huddleston, 2003), adding additional
members to the group structure may have inhibited each person’s perceived ability to contribute.
However, that reasoning does not explain why only social worker students had a lower perception
of teamwork with the fully integrated studies but not the nursing or nutrition/dietetics students.
After further review of the open-ended questions, the researcher realized that the wording
restricted participants to sharing positive examples. For that reason, no specific details were found
in the open-ended comments, specifically detailing anything negative related to clinical only or
fully integrated experiences for any participants. Ideally, the open-ended questions should have
had a more neutral tone related to teamwork and felt valued, which would have allowed for a
broader understanding of their experiences. The reformatted question could help define changes
needed to improve perceptions in the fully integrated case study experiences.
Challenges & Limitations
The researcher encountered and managed through several challenges throughout the threeyear timeframe of this study. The challenges involved shifts and changes within the dissertation
committee, the interruption of teaching and learning due to a global pandemic, and accepting to
move forward with the study when some of the initially planned IPE case study events were
canceled due to the pandemic. While these challenges were not ideal, the researcher found
solutions for each one.
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The first challenge occurred half-way through the research study when the previous
committee chair relocated to a new school requiring the establishment and development of a new
committee chair after many research milestones (including IRB approval, survey selection and
adoption, and case study events) were complete. This challenge seemed grand at the time, but
nothing could prepare anyone for what happened in late March, early-April of 2020.
The second challenge occurred because of the global COVID-19 pandemic. The pandemic
caused an immediate shift in the timeframe and delivery model of the doctoral residency, a delay
to the written comprehensive exams, and the delivery of the dissertation proposal. The third and
final challenge occurred when the pandemic shifted all higher education learning to a virtual
delivery model. This shift canceled the final two IPE case study events initially planned to be
included in the study.
While many may look at these challenges as negative setbacks, the researcher decided to
reframe and focus the study. The new committee chair helped bring a fresh perspective and
mentored the project to a successful proposal. The extended timeframe for the doctoral process and
cancellation of the final two IPE case study events due to Covid-19 forced the researcher to narrow
the scope, and in the end, helped to formulate a valuable study.
The researcher identified several limitations that occurred during the study. The issues
ranged from limitations from the case study timing and the interruptions from the pandemic, to
issues related to the case studies’ constructs, the survey tool, and the voluntary participation and
completion of the survey. Additionally, there were limitations related to the assumptions.
The first limitation related to the timing of the final case study which occurred on the day
the school announced that it was transitioning to a fully online teaching model for the Spring. The
day students would usually be focused on follow up and completion of the IPE case study survey,
was spent reacting to the school’s decision. It meant the students were anxious about their future,
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and were focused to find ways to relocate home, communicate with faculty, and compete
necessary assignments in a new virtual delivery model. It impacted the completion and response
rate from the final case study.
The second limitation related to the overall development and intent of the case study.
Originally the case studies were not explicitly created using guidelines or learner outcomes related
to the IPEC competencies. Instead, they were developed generally to provide inter-disciplinary
exchanges for students across clinical programs. Future enhancements for the case studies should
include re-writing the cases to identify the goals and alignment for IPEC competency. These
revisions should consider the roles and responsibilities of each program with value-added elements
for each group. These revisions could remove the limitation and enhance overall student outcomes
and learning.
The third limitation was related to the survey tool. The researcher used a previously
approved sub-set of the IPEC assessment tool. The tool had three limitations. One limitation was
that the survey was designed as a self-assessment. The second limitation was related to the use as it
was only used as a post-assessment survey. A third limitation related to the survey tool was that
only two of the four IPEC competencies were re-stated as open-ended questions. This limited the
researcher’s ability to align all four competencies with additional qualitative data to explain in
detail the why. If timing, communication, and process were different, the researcher would have
changed the study to include a pre- and post-assessment of overall IPEC competencies related to
the case study events and add the additional open-ended questions.
The fourth limitation was related to the voluntary nature of survey participation or
completion. Students participated in the IPE case study events as a requirement for the class. There
was no follow-up or instructor-led requirement that ensured they completed the survey post-case
study. One example of how this limited the current study was that some students participated but
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did not complete the surveys. This was especially the case for the final case study where the survey
tool was emailed during the chaos of the beginning of the pandemic.
The final limitation was related to the assumptions. In exploring the assumptions before
running the statistical analyses, it became clear that the data violated at least two of the three
assumptions: homogeneity and normal distribution of the dependent variables. The decision was
made to proceed with analyses based on data from Norman's (2010) research, as stated previously
in Chapter 4, as well as connection caused by a ceiling effect in the measure. Five-point Likert
scales have been shown to be more prone to ceiling effects than measures that have a wider range
(Wakita, Ueshima, & Noguchi, 2012). Additionally, the ceiling effect was likely impacted by
demand characteristics of the participants (i.e. the participants’ answers on the questions are
influenced by what they assume the researcher wants to hear). The case studies were part of
coursework for the students; therefore, it is safe to assume that the students expected that the case
studies would improve their competencies in the measured areas. Even though the surveys were
anonymous, the students could perceive that a lower response on the survey questions could be
viewed as a criticism of the coursework. In future work, a broader response scale could help to
eliminate the ceiling effect and therefore, the assumption violations as well. While none of these
limitations negatively impacted the current study, they are essential to note for future research.
Recommendation
To advance the literature, the researcher offered the following recommendations for future
studies. The first recommendation would be to change the purpose and research question to
evaluate IPE’s impact on the student IPEC competencies. Shifting to a pre- and post-assessment
would allow the study to evaluate the overall impact the competencies had on the students.
Expanding the collection of demographic information could allow further analysis of data on
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specific programs. This study attempted to add in a new non-clinical program of healthcare
administration into IPE experiences. This new research could expand the literature in each of the
clinical program areas as well as healthcare administration. Professional associations of Nursing,
Social Work, Nutrition/Dietetics, Exercise Science, and Healthcare Administration could see value
in the results of how to improve the competencies and impact health outcomes. The new
information could shift the focus to fully integrated teamwork and improve competencies.
The second recommendation would be to adopt a revised tool to include the full
comprehensive IPEC competency assessment that would allow administration of the full pre- and
post-assessments. The use of this tool could align or complement other studies as the IPEC
competencies continue to be supported throughout the literature (IPEC, 2016). This comprehensive
approach to collecting and analyzing data could expand the literature as new information is
collected on the baseline competencies and measures any positive or negative impacts or
difference through the experience of IPE.
The third recommendation answers the question “so what” for the current study. There was
a literature gap related to fully integrated IPE. This study acknowledged the gap and added to the
literature. A key recommendation would be to ensure that future studies retain a focus on the
intent to fully integrate IPE events. The focus can uncover new information or improve overall
awareness of IPEC competency development for future professionals inside healthcare including
clinical and healthcare administration. There is a need to expand the knowledge among clinical and
healthcare administration students. Clinical students should learn more about the business of
healthcare and how their role can influence payment through quality outcomes. Healthcare
administration students should learn more about the clinical delivery of healthcare and how they
can support and influence quality patient outcomes. Future studies should focus on the impact that
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fully integrated groups make on the learning outcomes and in the end the impact it has on overall
patient-centered care.
The fourth and final recommendation would be to use the demographic information related
to year in school and number of case studies attended to further research if the number of case
studies or years in school impact IPEC competencies. Researching these demographics could
expand the current findings related to the social work, nutrition/dietetics, and nursing results from
the current study.
Conclusion
The impetus for this research stemmed from the idea that there was a gap in the literature
related to expanding the IPE participants to include both clinical and healthcare administration
students. This literature gap helped to frame the initial research question and essentially the
purpose of the current study. As reported in the results, the group’s composition did not indicate a
statistically significant impact on three of the four self-reported competencies. Additionally, the
results related to program-specific perceptions produced results that raised more questions than
answers. These questions open the door for future research. The original call to action to reform
team-based and patient-centered care came nearly twenty years ago by the Institute of Medicine. It
is clear to the researcher that there is still more research to be done to meet the needs and answer
their call. Perhaps the results and subsequent recommendations can serve as a conversation starter
to generate interest, spur thought, and promote the next several studies.
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Appendix C. Consent Letter – Student Research - IPE Case Study
You are invited to participate in a study to measure the difference, if any that interprofessional
education has on the professional competencies of undergraduate clinical and healthcare
administration students through your participation in the interdisciplinary case study. You were
selected as a possible participant in this study because you are already a student participant of the
interdisciplinary case studies at _________.
If you decide to participate, I will explain the process and how I will use the survey tool as an
evaluation or assessment of your participation in the interdisciplinary case study at
_____________________. You will participate in the interdisciplinary case study and be asked to
complete an online survey upon completion of each case study experience. The online Qualtrics
survey is likely to take less than ten minutes. I do not expect you to experience any inconvenience
or discomfort for participating as the survey will replace the current case study evaluation after the
event. There is no risk nor reward for your participation in this survey. Please note that the survey
is intended to be anonymous using Qualtrics. Any information that is obtained in connection with
this study and that can be identified with you will remain confidential within the system and will
not be disclosed.
Your decision whether to participate will not affect your future relationships with
_____________________. If you decide to participate, you are free to discontinue participation at
any time.
PLEASE NOTE: There is no risk associated with this survey and no compensation will be given.
Please feel free to ask questions regarding this study. You may contact me later if you have any
additional questions at 701-xxx-xxxx or
@
.edu. Any questions about your rights
may be directed to Dr. Lisa I. Karch, Chair of the MSUM Institutional Review Board, at 218-4772699 or by email at: irb@mnstate.edu.
You will be offered a copy of this form to keep when you are making a decision whether or not to
participate.
Your signature indicates that you have read the information provided above and have decided to
participate. You may withdraw at any time after signing this form should you choose to
discontinue participation in this study.
_______________________________

____________________________________________

Signature of Participant Date

Signature of Parent or Guardian

________________________________
Signature of Investigator

Date
Appendix D. Survey Tool

Date
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Introduction: Thank you for your participation in the interdisciplinary case study event. We hope
it was valuable and would request your feedback. Please complete the following survey related to
the case study you participated in.

1. What program are you enrolled in?
o Nutrition & Dietetics
o Nursing
o Social Work
o Healthcare Admin
o Exercise Science
o Education
2. Identify your student status or year in college
o First-Year (Freshman)
o Second Year (Sophomore)
o Third Year (Junior)
o Fourth Year (Senior)
o Other (Graduate/Accelerated Programs)
3. What table were you assigned
o 1
○7
o 2
○ 8
o 3
○ 9
o 4
○ 10
o 5
○ 11
o 6
○ 12
4. How many other interdisciplinary case studies have you participated in before today?
o
o
o
o

1
2
3
4+

For the following question please identify your level of agreement using the agreement scale
provided.
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5. The case study process helped me to respect the unique roles/responsibilities of other health
professions and the impact these factors can have on healthcare delivery.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
6. The case study process helped to develop skills to manage ethical dilemmas specific to
interprofessional patient/ population centered care situations.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
7. I experienced effective teamwork with participants of the case study process.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
8. I believe my role was valued through the case study process.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
9. I believe my voice was heard through the case study process.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
10. The case study process improved my business knowledge of healthcare (laws, regulation,
compliance, finance).
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o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
11. The case study process expanded my clinical knowledge of healthcare.
o
o
o
o
o
o

Strongly Agree
Agree
Moderately Agree
Moderately Disagree
Disagree
Strongly Disagree

12. The case study improved my ability to work with other healthcare professions.
o Strongly Agree
o Agree
o Moderately Agree
o Moderately Disagree
o Disagree
o Strongly Disagree
13. Describe one example of teamwork that you experienced during the case study process?

14. Describe one example of something new you learned (either clinical or business) through the
case study process?
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15. Describe one example of how you felt valued by other participants in the case study process?

16 Describe a frustration or challenge you experienced during the case study process?
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Appendix E. Sample Program Case Study Materials
(Written approval was obtained to include sample case study documents. All rights reserved)
Interdisciplinary Case Study: Older Adult Male with Parkinson’s Disease
NURS361 Health Assessment/
Client Name: Mr. Olaf Anderson, reliable source present with caregiver/wife who assists with
answering questions.
DOB: 4/5/1946
Age: 72
Sex: Male
Education: High school diploma
Occupation: Retired farmer. His income consists of Social Security and interest from a sizable
savings account of approximately $1 million from the sale of his farm property.
Health Insurance: Olaf and his wife are both covered by Medicare Parts A & B. They have a
Medicare Supplement through Blue Cross Blue Shield of ND.
Ethnic Background: European American, specifically Norwegian.
Religious affiliation: Protestant
Safety/Risk Assessment: Reports feeling safe in his home.
Advanced Directive: None on file but wife requesting information today.
Chief Complaint: “Well, I guess I’ve fallen. They also tell me I’m here because I can’t always
swallow right. They say I can’t go home because I get ‘chocked up’ on my food, but I feel fine.”
History: Mr. Anderson presented to his primary care physician, Dr. Montgomery, accompanied
by his wife on 10/30/18 with complaints of shortness of breath and difficulty completing ADLs.
Mr. Anderson reported having trouble completing tasks, even small ones like drying dishes,
without becoming “winded” and lightheaded. Reported malaise, decreased appetite, dizziness,
pleuritic chest discomfort R>L rated 4/10, and fever x 3 days prior to admission. Stated he thought
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he was likely “reacting to the flu vaccine” he received at Target on 10/21/18 and didn’t know he
had pneumonia.
Dr. Montgomery’s general survey in the a.m. of 10/30 revealed a diaphoretic male in acute
distress. Bilateral retractions were noted. Vitals: RR 28, Temp 101.6, BP 180/90, Pulse 100.
Patient assumed a tri-pod position and appeared fatigued. O2 sats were 85% on room air,
diminishing briefly to 78% with one bout of bronchial spasm. On auscultation, Dr. Montgomery
noted consolidation with egophony testing, decreased breath sounds and rhonchi in the RUL, RLL,
and LLL. A/P CXR revealed bilateral effusion with suspected micro-aspiration pneumonia. A
chest CT showed consolidation posteriorly in the RLL with dense infiltration of leukocytes into the
alveolar spaces and thickening of alveolar walls.
Olaf was admitted to the Harvey hospital on 10/30/2018 for labwork, a 14-day course of IV
antibiotics (the sputum culture grew Methicillin-Resistant Staph Aureus), oxygen via nasal cannula
at 4 liters/minute to keep O2 sats 95% or greater during the day and CPAP with oxygen during
rest, HOB at 30 degrees, pulmonary toilet (incentive spirometer/TCDB Q hour while
awake/nebulizers) and cardiac monitoring. While there, he completed a barium swallow test which
revealed the suspected cause of his pneumonia – that Mr. Anderson had micro-aspirated liquids
over a period of time.
Recently, Olaf was transferred to a “Swing Bed” to complete his antibiotic regimen for
aspiration pneumonia secondary to dysphagia related to complications of his Parkinson’s disease.
He began speech therapy and physical therapy there and has gained back 2 pounds after losing 10
pounds during his acute illness. Vitals were stable; he denied pain and had no further questions or
concerns.

On the final day of his IV antibiotics, Mr. Anderson attempted to get out of bed

without assistance and fell, hitting his head on the floor. He stated, “I needed to go to the
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bathroom, and I didn’t want to bother anyone.” With the exception of ecchymotic areas to his R
eye/cheek and bilateral elbows, Mr. Anderson’s physical exam was negative for injury. Head CT
and x-rays showed no deformity or internal injury. While Olaf reported wanting to go home with
his wife because his pneumonia was resolved, the physician felt concerned about his being
discharged to home secondary to his unsteadiness and admitted him to the Harvey Long-Term
Care facility for ongoing therapies and care. Mr. Anderson denies any further questions or
concerns today. He denies pain (0/10) and reports, “I wouldn’t be here if they weren’t insisting on
it. I’d like to go home as soon as I can.”
Past Medical History: Mr. Anderson was formally diagnosed with Parkinson’s disease in 2005
by his neurologist (Dr. Carver in Fargo, ND). At that time, he noticed a) mild transient bilateral
upper extremity tremor that interfered with dressing and eating, b) sleep disturbances (vivid
nightmares and acting out his dreams), c) intermittent swallowing concerns depending on what he
was consuming, and d) slowness of movement. In addition, his wife noted that he was having
difficulty expressing himself. She stated, “He just wasn’t his usual outgoing self. He was so quiet
and reserved,” but attributed this to his poor sleep. He was referred to the Sleep Center in 2006;
and CPAP was initiated. Initial cognitive testing showed mild cognitive impairment with mild to
moderate short-term recall difficulty. Since then, he has been followed by Dr. Carver every 2
months. He continues to take Sinemet and reports no concerns today regarding his medication
regimen. Denies safety concerns at home, and states that with the exception of the recent
pneumonia diagnosis and current hospitalization, that he is “100%” as long as his wife reminds
him to take his medication on time.
Surgical History: Negative
Family History: States his maternal grandmother died at age 72 from “old age” and his maternal
grandfather died at 69 during a farming accident. States his paternal grandmother died at age 80
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from “old age” and his paternal grandfather died at age 82 from something “heart-related”. Reports
his mother died at 76 from “old age” and his father died from bladder cancer at 83. States his
father smoked “all his life.” Reports that all his children are alive and well with the exception of
etoh abuse treatment 2 years ago for his youngest child.
Social History: When not hospitalized, Mr. Anderson reports smoking 1 pack per day (is
currently on a nicotine patch since his hospitalization). Began at age 20. States that he attempted to
quit 40 years ago, but that it didn’t “stick”. Denies use of recreational drugs. Alcohol: states 1 beer,
2 nights a week, stating “I cut down alcohol about 8 years ago because my wife thought that the
beer was contributing to my nightmares.”
Sexual History: reports monogamous relationship with wife of 50 years.
Exercise History: Has refused referral for Physical Therapy previously stating, “I don’t live
anywhere near that stuff” but currently has been participating in exercise BID.
Transportation: Olaf was always the driver in the family, and he still drives around town, but rarely
at night. Olaf still drives to Harvey (20 miles) to the store and to visit his physician. He drove to
Fargo last year for Christmas, but his children have been discussing his driving, and are concerned
that he may soon not be safe enough to drive. His wife notes that he has occasionally “gotten
turned around and lost” on trips to town. He reports only minimal memory impairment, but his
wife states, “He forgets things a lot; it’s gotten worse lately.”
Sleep History: Sleeps about 4 to 6 hours each night at home. Reports getting up 1 to 2 times per
night to urinate at home secondary to prostatic enlargement. Uses a nightlight.
Current Hobbies: He states he once took pride in his lawn and shrubs, especially his roses. It was
generally agreed he had the most beautiful lawn in the area and his roses were the envy of the
neighborhood. Now he spends most of the day watching the news. He sees many commercials for
laxatives, arthritis remedies, nutritional products that “make you feel young again,” tonics, and so
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on. He believes these products are beneficial; otherwise famous television professionals would not
endorse them. Boredom is a problem. He has no hobbies, and rarely opens his mail. His wife
reports that he is “apathetic” and doesn’t like to do anything anymore but watch TV.
Use of Complementary Therapies: None
Household Members and Home Environment: Wife, 70 years old; they live in a two-bedroom
home in Fessenden, North Dakota. The home is a two story, with both bedrooms and a bathroom
upstairs. The main floor also includes the kitchen, living room, dining room, den, and bathroom.
Usually Olaf goes downstairs in the morning and upstairs at night for bed. The stairs are too much
work for him to climb multiple times per day.
The Andersons have three grown children and five grandchildren. Their oldest son, daughter-inlaw and three children live in Fargo, ND. Their daughter and her husband, who have two children,
live in Minneapolis. Their youngest daughter is single and lives in California. They talk to their
married children by phone on a regular basis, but rarely talk to their youngest daughter. All family
members try to get together for Thanksgiving and Christmas, but it’s very seldom that any of the
children return to Fessenden for a visit. Recently one of their daughters brought up the idea of
finding a house that was better suited to their needs, such as all rooms on one level. Olaf’s wife has
mentioned that some of their longtime friends have moved to Harvey because more healthcare
services are available, as well as more housing options. They report that their daughter in Fargo
has long suggested they move to Fargo to be closer to family, healthcare services, and senior living
communities. Olaf reports that he has “never been interested in those ideas” because he sees “no
reason to move from the town I love and have lived in all my life.”
Nutritional History: Mr. Anderson never learned to cook, and he states that ever since his wife’s
bilateral knee arthritis “flared up” that she rarely prepares meals. He reports a poor tolerance for
fried foods and has begun to dislike meat because “the food feels like it gets stuck.” He states that
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he frequently skips meals to avoid the feeling of chocking. Ten years ago, Mr. Anderson lost all
his teeth because of severe periodontal disease. He has dentures but states he usually does not
wear them because “they do not fit well.”
Current Medications:
Sinemet-CR (Carbidopa/Levodopa) 50/200 mg controlled-release table tid 1 hour before meals.
States that he remembers to take his medication on time about 60% of the week.
Klonopin (Clonazepam) 1 mg po at hs: for sleep disturbance/nightmares
Nicoderm-CQ Patch transdermal, replaced daily at HS
Baby Aspirin 81 mg po daily: reports someone told him it would prevent a heart attack.
Reports occasional use of Ibuprofen 200 mg po for upper back pain from “falling asleep ‘in an
awkward position’ in his La-Z-Boy recliner during the day” at home. Denies gastritis with usage
and denies history of ulcers.
Just finished: Vancomycin 1 Gram Q 8 hours (to maintain steady-state trough concentrations of 15
mg/L)
Just finished: Inhaled bronchodilator via nebulizer Q 6 hours and prn via RT
Supplement Use: Mr. Anderson states that takes daily vitamin E supplements as he believes they
will delay aging. He also reports taking ginko bilboa because he believes it will enhance his
memory. Finally, reports the use of Melatonin at hs for 7 years’ duration.
Allergies: None
Review of Systems:
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HEENT: Reports dry mouth and difficulty swallowing meat. States “I have to chew it many times
before I dare swallow it.”
Cardiac: States that he occasionally feels light-headed when he stands up too abruptly, and on a
few occasions has “passed out”.
Respiratory: Reports occasional cough and sputum production, but that “it’s much better than it
was”.
Abdominal: Reports occasional constipation. Denies pain.
Peripheral/Vascular: Denies concerns. Wore TED hose and SCDs during hospitalization.
Skin: Reports ecchymotic areas on face and bilateral elbows.
Musculoskeletal: Reports needing more time to get “from Point A to Point B.” States, “I do feel
weak. It’s hard to get around like I used to.”
Neuro: Reports bilateral upper extremity tremor and rigidity that diminishes when he remembers
to take his medication. Denies numbness, tingling, or any new concern since last examination.
Reports full bowel and bladder control, and no significant back or hip pain. Denies radicular pain
or dermatomal pain.
Physical Examination for today during assessment in Long-Term Care Facility (11/16/18):
General Survey: Pleasant but stoic, underweight elderly male in no acute distress. Alert and
oriented x 4 (person, place, date, and situation). Moderate tremor right hand with gesturing (took
his medication 2 hours ago). Flat affect, low voice volume. Wife sitting by his side.
Vitals: Temp 98.0oF temporal, BP 110/60 mm Hg, HR 86 bpm, RR 18 bpm; Height 70 inches,
weight 134 pounds.
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HEENT: Head: Normocephalic; dry, dull gray hair, sunken cheeks.
Eyes: Wears glasses for myopia, bilateral erythematous fissured lateral epicanthus. No exudates.
Ears: Tympanic membranes pearly grey with light reflex; no cerumen.
Nose: Dry mucous membranes without lesions.
Mouth/Throat: Ill-filling dentures (upper and lower). Uvula midline. Gag reflex intact.
Oropharynx clear. No tonsillar hypertrophy. Dry mucous membranes. No exudates or lesions.
Nontender. No lymphadenopathy.
Cardiac: Normal sinus rhythm. S1 and S2 with no S3, S4. Regular rate and rhythm, no murmurs,
gallops, thrills, thrusts, heaves, or friction rubs. Point of maximal impulse noted (1 cm in diameter)
at the left fifth intercostal space at the midclavicular line.
Respiratory: Even respirations. Nonlabored without adventitious sounds. Slightly diminished in
RLL laterally, but no evidence of crackles, rhonchi, or wheeze. No intercostal retractions, although
thin and ribs visible.
Peripheral vascular: Dry, pink, nonedematous lower extremities. Radial pulses 2/4; Pedals 2/4.
Abdomen: Concave. Hypoactive bowel sounds x 4 quadrants, without masses. Nontender. No
organomegaly. Bladder palpable. No inguinal lymphadenopathy.
Neurologic: Decreased blink reflex; diminished postural reflexes: biceps 1/4, patellar 1/4, and
Achilles 1/4. No clonus. Sensation equal in upper and lower extremities. Cranial Nerve I:
diminished (cannot sense cinnamon or cloves); CN 2-12 intact.
Musculoskeletal: Poor get-up-and-go. Needs assistance in arising from chair. Postural instability
with posterior pull test. Hunched appearance and shuffling gait. No arm swing. Cogwheel rigidity
in upper extremities. UE strength 3/5; LE strength 3/5. Quadriceps – bilateral atrophy. Pill rolling
of upper extremities R>L.
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Skin: Warm and dry, turgor diminished at clavicle (mild tenting noted), angular stomatitis and
cheilitis of lips. Ecchymotic area 3 x 3 bluish green area under R orbit. Bilateral elbows R>L.
Laboratory Values:
Client Today – Day 13 of antibiotics

Test

Normal

Albumin

3.6-5

2.8

g/dl

Total Protein

6-8

6.4

g/dl

Prealbumin

19-43

11 mg/dl

Sodium

135-155

148 mg/dl

Potassium

3.5-5.5

4.5mEq/l

Chloride

98-108

102mEq/l

PO4

2.5-4.5

3.6mEq/l

Magnesium

1.6-2.6

1.5mEq/l

Osmolality

275-295

350 MMOL/KG H20

Glucose

70-120

118 mg/dl

CHOL

140-199

160 mg/dl

HDL

37-70

40 mg/dl

LDL

<100

100 mg/dl

WBC

4.3-10

9.0 x 103 mm3

RBC

4.5-5.5

4.7 x 106 mm3

HGB

13.5-17.5

10 g/dl

HCT

40-54

38 %

MCV

84-96

81 fl

MCH

27-34

28 pg

87

MCHC

31.5-36

32 %

Ferritin

18-270

155 ug/dl

PT

11-13

14 sec
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Questions for Nursing Students
1. Describe Parkinson’s disease (Elaborate. This answer alone should be a good page of
typed (not cut and pasted) information from at least 2 to 3 professional sources. Please
review the website: www.pdf.org). Remember, if anything is word for word, put quotation
marks and add the citation after the paragraph. If it is a summarization of information, no
quotation marks and only a citation (Bailey, 2012) at the end of each summarized
statement. Always ask yourself, where did this information come from? Is it a reliable
source? Is it an updated source? Is it from the United States? Is it based on the evidence
(research) or only opinion/blog/layperson info?
2. What symptoms are common in Parkinson’s patients? And secondly, what symptoms are
common in PD patients that place those individuals at risk?
3. Which laboratory values are abnormal in this case and why? What do these values
indicate?
4. Any signs and symptoms documented in the physical examination that may indicate a poor
status for Mr. Anderson? If so, which ones?
5. Document thoroughly your assessment findings on the Adult Health Gordon’s Assessment
Form
6. Write two UPDATED nursing diagnoses for Mr. Anderson (what are his concerns NOW,
not from 2 weeks ago).
7. What are the short-term priority concerns at this time?
8. What recommendations would you make for Mr. Anderson’s care?
9. What resources are available to this patient?
10. What resources are available to his wife?
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11. What are the long-term priorities for care for both individuals in this case?
12. What educational needs does Mr. Anderson and his family have?
13. What is an advanced directive? What do you recommend in this case?
14. Mr. Olaf Anderson’s request is to go home. What are your thoughts?
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Interdisciplinary Case Study: Older Adult Male with Parkinson ’s disease
FND 239 Lifecyle Nutrition
Client Name: Mr. Olaf Anderson
DOB: 4/5/1946
Age: 72
Sex: Male
Education: High school diploma
Occupation: Retired farmer. His income consists of Social Security and interest from a sizable
savings account of approximately $1 million from the sale of his farm property.
Health Insurance: Olaf and his wife are both covered by Medicare Parts A & B. They have a
Medicare Supplement through Blue Cross Blue Shield of ND.
Ethnic Background: European American, specifically Norwegian.
Religious affiliation: Protestant
Safety/Risk Assessment: Reports feeling safe in his home
Advanced Directive: None on file but wife requesting information today.
Chief Complaint: “They tell me I’m here because I can’t swallow right. They say I can’t go home
yet because I get ‘chocked up’ on my food, but I feel fine.”
History of Present Illness: Mr. Anderson presented to his primary care physician, Dr.
Montgomery, accompanied by his wife on 10/30/18 with complaints of shortness of breath and
difficulty completing ADLs. Mr. Anderson reported having trouble completing tasks, even small
ones like drying dishes, without becoming “winded” and “lightheaded”. Reported malaise,
decreased appetite, pleuritic chest discomfort R>L rated 4/10, and fever x 3 days prior to
admission. Stated he thought he was likely “reacting to the flu vaccine” he received at Target on
10/1/19.
Dr. Montgomery’s general survey on 10/5/2019 revealed a diaphoretic male, with bilateral
retractions, in acute distress. Vitals: RR 28, Temp 101.6, BP 180/90, Pulse 100. Patient assumed a
tri-pod position and appeared fatigued. O2 sats were 85% on room air, diminishing briefly to 78%
with one bout of bronchial spasm. On auscultation, Dr. Montgomery noted consolidation with
egophony testing, decreased breath sounds and rhonchi in the RUL, RLL, and LLL. A/P CXR

91

revealed bilateral effusion with suspected micro-aspiration pneumonia. A chest CT showed
consolidation posteriorly in the RLL with dense infiltration of leukocytes into the alveolar spaces
and thickening of alveolar walls.
Olaf was admitted to the Harvey hospital on 10/5/2019 for labwork, a 14-day course of IV
antibiotics (the sputum culture grew Methicillin-Resistant Staph Aureus), oxygen via nasal cannula
at 4 liters/minute to keep O2 sats 95% or greater during the day and CPAP with oxygen during
rest, HOB at 30 degrees, pulmonary toilet (incentive spirometer/TCDB Q hour while
awake/nebulizers) and cardiac monitoring. While there, he completed a barium swallow test which
revealed the suspected cause of his pneumonia – that Mr. Anderson had micro-aspirated liquids
over a period of time.
Recently, Olaf was transferred to a “Swing Bed” to complete his antibiotic regimen for
aspiration pneumonia secondary to dysphagia related to complications of his Parkinson ’s disease.
He began participating in speech therapy and physical therapy, and has gained back 2 pounds after
losing 10 pounds during his acute illness. Vitals are now stable; he denied pain and had no further
questions or concerns.
On the final day of his IV antibiotics, Mr. Anderson attempted to get out of bed without
assistance and fell, hitting his head on the floor. He stated, “I needed to go to the bathroom, and I
didn’t want to bother anyone.” With the exception of ecchymotic areas to his R eye/cheek and
bilateral elbows, Mr. Anderson’s physical exam was negative for injury. Head CT and xrays
showed no deformity or internal injury. While Olaf reported wanting to go home with his wife
because his pneumonia was resolved, the physician felt concerned about his being discharged to
home secondary to his unsteadiness and admitted him to the Harvey Long-Term Care Facility for
ongoing therapies and care. Mr. Anderson denies any further questions or concerns today. He
denies pain (0/10) and reports, “I wouldn’t be here if they weren’t insisting on it. I’d like to go
home as soon as I can.
Past Medical History: Mr. Anderson was formally diagnosed with Parkinson’s disease in 2005
by his neurologist (Dr. Carver in Fargo, ND). At that time, he noticed a) mild transient bilateral
upper extremity tremor that interfered with dressing and eating, b) sleep disturbances (vivid
nightmares and acting out his dreams), c) intermittent swallowing concerns depending on what he
was consuming, and d) slowness of movement. In addition, his wife noted that he was having
difficulty expressing himself. She stated, “He just wasn’t his usual outgoing self. He was so quiet
and reserved,” but attributed this to his poor sleep. He was referred to the Sleep Center in 2006;
and CPAP was initiated. Initial cognitive testing showed mild cognitive impairment with mild to
moderate short-term recall difficulty. Since then, he has been followed by Dr. Carver every 6
months. He continues to take Sinemet and reports no concerns today regarding his medication
regimen. Denies safety concerns at home, and states that with the exception of the recent
pneumonia diagnosis and current hospitalization, that he is “100%” as long as his wife reminds
him to take his medication on time.
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Surgical History: Negative
Family History: States his maternal grandmother died at 72 from “old age” and his maternal
grandfather diet at 69 during a farming accident. States his paternal grandmother died at age 80
from “old age” and his paternal grandfather died at age 82 from something “heart-related.”
Reports his mother diet at 76 from “old age” and his father died from bladder cancer at 83. States
his father smoked “all his life.” Reports that all of his children are alive and well with the
exception of ETOH abuse treatment 2 years ago for his youngest child.
Social History: When not hospitalized, Mr. Anderson reports smoking 1 pack per day (is
currently on a nicotine patch since admission). Began at age 20. States that he attempted to quit 40
years ago, but that it didn’t “stick”. Denies use of recreational drugs. Alcohol: states 1 beer, 2
nights a week, stating “I cut down alcohol about 8 years ago because my wife thought that the beer
was contributing to my nightmares.”
Sexual History: reports monogamous relationship with wife of 50 years.
Exercise History: Has refused referral for Physical Therapy previously stating, “I don’t live
anywhere near that stuff.”
Transportation: Olaf was always the driver in the family, and he still drives around town, but rarely
at night. Olaf still drives to Harvey (20 miles) to the store and to visit his physician. He drove to
Fargo last year for Christmas, but his children have been discussing his driving, and are concerned
that he may soon not be safe enough to drive. His wife notes that he has occasionally “gotten
turned around and lost” on trips to town. He reports only minimal memory impairment, but his
wife states, “He forgets things a lot; it’s gotten worse lately.”
Sleep History: Sleeps about 4 to 6 hours each night at home. Reports getting up 1 to 2 times per
night to urinate at home secondary to prostatic enlargement. Uses a nightlight.
Current Hobbies: He once took pride in his lawn and shrubs, especially his roses. It was generally
agreed he had the most beautiful lawn in the area and his roses were the envy of the neighborhood.
Now he spends most of the day watching the news. He sees many commercials for laxatives,
arthritis remedies, nutritional products that “make you feel young again,” tonics, and so on. He
believes these products are beneficial; otherwise famous television professionals would not
endorse them. Boredom is a problem. He has no hobbies, and rarely opens his mail. His wife
reports that he is “apathetic” and doesn’t like to do anything anymore but watch TV.
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Use of Complementary Therapies: None
Household Members and Home Environment: Wife, 70 years old; they live in a two-bedroom
home in Fessenden, North Dakota. The home is a two story, with both bedrooms and a bathroom
upstairs. The main floor also includes the kitchen, living room, dining room, den, and bathroom.
Usually Olaf goes downstairs in the morning and upstairs at night for bed. The stairs are too much
work for him to climb multiple times per day.
The Andersons have three grown children and five grandchildren. Their oldest son, daughter-inlaw and three children live in Fargo, ND. Their daughter and her husband, who have two children,
live in Minneapolis. Their youngest daughter is single and lives in California. They talk to their
married children by phone on a regular basis, but rarely talk to their youngest daughter. All family
members try to get together for Thanksgiving and Christmas, but it’s very seldom that any of the
children return to Fessenden for a visit. Recently one of their daughters brought up the idea of
finding a house that was better suited to their needs, such as all rooms on one level. Olaf’s wife has
mentioned that some of their longtime friends have moved to Harvey because more healthcare
services are available, as well as more housing options. They report that their son in Fargo has long
suggested they move to Fargo to be closer to family, healthcare services, and senior living
communities. Olaf reports that he has “never been interested in those ideas” because he sees “no
reason to move from the town I love and have lived in all my life.”
Nutritional History: Mr. Anderson never learned to cook, and he states that ever since his wife’s
bilateral knee arthritis “flared up” that she rarely prepares meals. He reports a poor tolerance for
fried foods and has begun to dislike meat because “the food feels like it gets stuck.” He states that
he frequently skips meals to avoid the feeling of chocking. Ten years ago, Mr. Anderson lost all of
his teeth because of severe periodontal disease. He has dentures but states he usually does not
wear them because “they do not fit well.”
Current Medications:
Sinemet-CR (Carbidopa/Levodopa) 50/200 mg controlled-release table tid 1 hour before meals.
States that he remembers to take his medication on time about 60% of the week.
Klonopin (Clonazepam) 1 mg po at hs: for sleep disturbance/nightmares
Nicoderm-CQ Patch transdermal, replaced daily at HS
Baby Aspirin 81 mg po daily: reports someone told him it would prevent a heart attack.
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Reports occasional use of Ibuprofen 200 mg po for upper back pain from “falling asleep ‘in an
awkward position’ in his La-Z-Boy recliner during the day” at home. Denies gastritis with usage
and denies history of ulcers.
Just finished: Vancomycin 1 Gram Q 8 hours
Just finished: Inhaled bronchodilator via nebulizer Q 6 hours and prn via RT
Supplement Use: Mr. Anderson states that he takes daily vitamin E supplements as he believes
they will delay aging. He also reports taking ginko bilboa because he believes it will enhance his
memory. Finally, reports the use of Melatonin at hs for 7 years’ duration.
Allergies: None
Review of Systems:
HEENT: Reports dry mouth and difficulty swallowing meat. States “I have to chew it many times
before I dare swallow it.”
Cardiac: States that he occasionally feels light-headed when he stands up too abruptly, and on a
few occasions has “passed out”.
Respiratory: Reports occasional cough and sputum production, but that “it’s much better than it
was”.
Abdominal: Reports occasional constipation. Denies pain.
Peripheral/Vascular: Denies concerns. Has been wearing TED hose and SCDs during
hospitalization.
Skin: Reports ecchymotic areas on face and bilateral elbows.
Musculoskeletal: Reports needing more time to get “from Point A to Point B.” States, “I do feel
weak. It’s hard to get around like I used to.”
Neuro: Reports bilateral upper extremity tremor and rigidity that diminishes when he remembers
to take his medication. Denies numbness, tingling, or any new concern since last examination.
Reports full bowel and bladder control, and no significant back or hip pain. Denies radicular pain
or dermatomal pain.
Physical Examination for today during assessment in Long-Term Care Facility (10/22/19):
General Survey: Pleasant but stoic, underweight elderly male in no acute distress. Alert and
oriented x 4 (person, place, date, and situation). Moderate tremor right hand with gesturing (took
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his medication 2 hours ago). Flat affect, low voice volume. Wife sitting by his side.
Vitals: Temp 98.0oF temporal, BP 110/60 mm Hg, HR 86 bpm, RR 18 bpm; Height 70 inches,
weight 134 pounds.
HEENT: Head: Normocephalic; dry, dull gray hair, sunken cheeks.
Eyes: Wears glasses for myopia, bilateral erythematous fissured lateral epicanthus. No exudates.
Ears: Tympanic membranes pearly grey with light reflex; no cerumen.
Nose: Dry mucous membranes without lesions.
Mouth/Throat: Ill-filling dentures (upper and lower). Uvula midline. Gag reflex intact.
Oropharynx clear. No tonsillar hypertrophy. Dry mucous membranes. No exudates or lesions.
Nontender. No
lymphadenopathy.
Cardiac: Normal sinus rhythm. S1 and S2 with no S3, S4. Regular rate and rhythm, no murmurs,
gallops, thrills, thrusts, heaves, or friction rubs. Point of maximal impulse noted (1 cm in diameter)
at the left fifth intercostal space at the midclavicular line.
Respiratory: Even respirations. Nonlabored without adventitious sounds. On 02 per nasal cannula
at 4 liters. Slightly diminished in RLL, but no evidence of crackles, rhonchi, or wheeze. No
intercostal retractions, although thin and ribs visible.
Peripheral vascular: Dry, pink, nonedematous lower extremities. Radial pulses thready 1/4;
Pedals 2/4.
Abdomen: Concave. Hypoactive bowel sounds x 4 quadrants, without masses. Nontender. No
organomegaly. Bladder palpable. No inguinal lymphadenopathy.
Neurologic: Decreased blink reflex; diminished postural reflexes: patellar 1/4, and Achilles 1/4.
No clonus. Sensation equal in upper and lower extremities. Cranial Nerve I: diminished (cannot
sense cinnamon or cloves); CN 2-12 intact.
Musculoskeletal: Poor get-up-and-go. Needs assistance in arising from chair. Postural instability
with posterior pull test. Hunched appearance and shuffling gait. No arm swings. Cogwheel rigidity
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in upper extremities. UE strength 3/5; LE strength 3/5. Quadriceps – bilateral atrophy. Pill rolling
of upper extremities R>L noted.
Skin: Warm and dry, turgor diminished at clavicle (mild tenting noted), angular stomatitis and
cheilitis of lips.
Laboratory Values:
Test
Albumin
Total Protein
Prealbumin
Sodium
Potassium
Chloride
PO4
Magnesium
Osmolality
Glucose
CHOL
HDL
LDL
WBC
RBC
HGB
HCT
MCV
MCH
MCHC
Ferritin
PT

Normal
3.6-5
6-8
19-43
135-155
3.5-5.5
98-108
2.5-4.5
1.6-2.6
275-295
70-120
140-199
37-70
<100
4.3-10
4.5-5.5
13.5-17.5
40-54
84-96
27-34
31.5-36
18-270
11-13

Client Today – Day 13 of antibiotics
2.8 g/dl
6.4 g/dl
11 mg/dl
148 mg/dl
4.5mEq/l
102mEq/l
3.6mEq/l
1.5mEq/l
350 MMOL/KG H20
118 mg/dl
160 mg/dl
40 mg/dl
100 mg/dl
9.0 x 103 mm3
4.7 x 106 mm3
10 g/dl
38 %
81 fl
28 pg
32 %
155 ug/dl
14 sec
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Questions for Nutrition Students
1. Describe Parkinson’s disease. This answer alone should be a page of typed (not cut and
pasted) information from at least 2 to 3 professional sources. You are encouraged to use
the Academy of Nutrition and Dietetics Nutrition Care Manual for one of your sources.
Remember, if anything is word for word, put quotation marks and add the citation after the
paragraph. If it is a summarization of information, no quotation marks and only a citation
(Academy of Nutrition and Dietetics, 2018) at the end of each summarized statement.
Always ask yourself, where is this information come from? Is it a reliable source? Is it
updated source? Is it from the United States? Is it based on the evidence (research) or only
opinion/blog/layperson info?
2. What symptoms are common in Parkinson’s patients that place those individuals at risk?
3. Which laboratory values are abnormal and why? What do these values indicate related to
nutritional status?
4. What is the appropriate body weight for Mr. Anderson? Percent appropriate body weight?
Percent weight change? What is your assessment of weight status?
5. Any signs and symptoms documented in the physical examination that may indicate a poor
nutritional status? If so, which ones? What type of nutritional deficiency may they
indicate?
6. By evaluating Mr. Anderson’s anthropometric data, biochemical data, clinical data and
what you know about his recent dietary intake, what would you conclude regarding his
nutritional status?
7. Estimate Mr. Anderson’s energy needs using the Mifflin St. Jeor equation.
8. Should current weight, appropriate body weight, or adjusted body weight be used in the
equation? Why?
9. Calculate Mr. Anderson’s protein needs. What standards would you use? Why?
10. Estimate Mr. Anderson’s fluid needs.
11. What recommendations would you make for appropriate long-term nutritional care?
12. What is the MDS for clients in long-term care facility?
13. What is an advance directive? What would your recommendations be related to an
advanced directive in this case?
14. Write an appropriate ADIM note for Mr. Anderson using the correct form and allowed
terminology.
The Interdisciplinary Team conference for Mr. Anderson will be on Friday, November 22
at 9:15 am. Representatives from Health Care Administration, Nursing, Social Work,
Nutrition/Dietetics and Exercise Science will be present at the Conference. The Team will
discuss short-term and long-term plans for Mr. Anderson.
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Interdisciplinary Case Study: Older Adult Male with Parkinson’s disease
SWK326: SWK with Individuals
Client Name: Olaf Anderson
DOB: 4/5/1946
Age: 72
Sex: Male
Education: High school diploma
Occupation: Retired farmer. His income consists of Social Security (OASI) and interest from a
sizeable savings account of approximately $1 million from the sale of his farm property. When
talking with Olaf, he identifies that his wife (Edna) and he have just enough money to survive. He
voices concerns about the potential of his needing additional care in the future and the need for
adequate money to cover his needs and to leave his wife the money she will need to survive after
he is deceased. When discussing his resources, he reveals he has 1.1 million in a bank savings
account, but that money has been designated to go elsewhere. He plans to give $100,000 to his
church and hopes to leave his children an inheritance as well. So even though he has money, he
does not view that as spendable resources. He inquired about the county being able to pay for some
of his care if he should need home health or nursing home.
Ethnic/cultural Background: European American, specifically Norwegian.
Religious Affiliation: Lutheran. He has been a lifelong member of Fessenden First Lutheran
church. He has a close relationship with the pastor and has been a leader in the church having
served for many years on the church council and is instrumental in this small-town church being
able to keep its doors open. Edna has historically been actively involved in the women’s groups
and activities and continues to participate in her bible study group. Olaf views it as critical to keep
the church doors open for the souls of his community. If this church closes, he feels many
residents in the town would be left without the spiritual guidance that has created the town of
Fessenden to be the great community it is. This is not necessarily true, but it his belief and he has
committed financially to bring that belief into action. He contributes around $30,000/year and
plans to donate a $100,000 gift at the time of his death. He has had discussions with his children
about these plans in the past and they have been supportive of his desire to do so. Would he be
wise to make that gift now? What might preclude that?
Health Insurance: Olaf and his wife are both covered by Medicare Parts A & B. They have a
Medicare Supplement through Blue Cross Blue Shield of ND. Both policies have been purchased
through an agent they have great confidence in. Their Medicare Part D was purchased with this
agent and has not been examined for some time due to their belief the agent will take care of them.
Should you encourage an exploration of other Medicare Part D plans given it is the open
enrollment period which ends December 7th? Might the Administration people have info to
guide this question? How about nursing (they will know the meds he is on)
Household Environment: Wife, (Edna) is 70 years old; together Olaf and her live in a twobedroom home in Fessenden, ND. The home is a two story, with both bedrooms and a bathroom
upstairs. The main floor also includes the kitchen, living room, dining room, den, and bathroom.
Usually Olaf goes downstairs in the morning and upstairs at night for bed. The stairs are too much
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work for him to climb multiple times per day. Edna reports having a throw rug in front of his chair
which has bunched up often and he has stumbled on it several times. She identifies 3 more throw
rugs in the living room alone and reports they have throw rugs throughout the house as she finds
they help keep mud and gravel off the rug and she can easily throw them into the washer when
they become stained. In addition, she identifies they have a house full of furniture. As she draws
the map out for you, there are several furniture pieces in each room which require both Olaf and
her to navigate carefully so they don’t bump into furniture or trip over protruding legs. Would
you recommend any changes be made to the home in order to create a safer environment?
What would they be?
Family System: The Andersons have three grown children and five grandchildren. Their oldest
son (Bill), daughter-in-law (Joan) and 3 children live in Fargo. Their daughter (Julie) and her
husband (Bob), who have two children, live in Minneapolis. Their youngest daughter (Shelly) is
single and lives in California. She has had a history of addictions with frequent experiences with
treatment. They talk to their married children by phone on regular basis, but rarely talk to their
youngest daughter. After her last stay in a treatment program, they decided as a family that tough
love would be needed to help her, and they decided to no longer send her money when she
requested. Since that decision was made clear to her, she has not initiated any contact with the
family. While he recognizes the importance and agrees with this approach, it causes him stress
and concern, nonetheless. “She’s still my baby girl” he shares with you. As you talk with him
about his finances, he voices a concern about his daughter receiving an inheritance from him and
using it to support her drug habit. What could you offer to him to alleviate this concern? What
are his options? All family members try to get together for Thanksgiving and Christmas, but it’s
very seldom that any of the children return to Fessenden for a visit. They prefer to invite Mom and
Dad to join them in their homes. Recently one of their daughters brought up the idea of finding a
house that was better suited to their needs, such as all rooms on one level. Olaf’s wife has
mentioned that some of their longtime friends have moved to Harvey because more healthcare
services are available, as well as more housing options. They report that their son, Bill, in Fargo
has long suggested they move to Fargo to be closer to family, healthcare services, and senior living
communities. Olaf reports that he has “never been interested in those ideas” because he sees “no
reason to move from the town I love and have lived in all my life.”
Recent Health Course: Olaf was hospitalized briefly, transferred to a swing bed (a Medicare
approved bed in the hospital that carries with it the designation of nursing home) where he
stumbled and fell, and later transferred to a long term care facility in Harvey, ND named St.
Aloisius Medical Center where they have a 95 bed nursing home in which you are the social
worker. As you talk with the couple, you note that Olaf displays some mild symptoms of
dementia. He is oriented to person, place, and time. His MME revealed he is functioning at a 25 so
memory impairment at this point is minimal but present. Could his memory impairment be due
to the relocations, falls, meds, and the medical facility vs. long standing? How would you
know? During conversations, he frequently asks Edna for verification of his answers. As he is
having struggles with recall you wonder if there might be a concern for their continued functioning
without additional supports. Olaf reinforces to you that his desire is to return to his home. He is
angry with his physician and family for “forcing” him to move and wants to be discharged as soon
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as possible. What might you consider arranging to reinforce their continued functioning in
their Fessenden home? In talking with the couple, they reinforce to you the importance of
staying in their own home as long as possible. Olaf has taken steps to insure Edna can remain
even after his death (arranged for snow removal, lawn service, etc.).Olaf has lived on the farm for
most of his life and his attachment to the land is significant. Edna agrees with the desire for Olaf
to return home. She believes she is up to taking care of him.
You would like to meet with the children to ascertain their assessment/awareness of how mom and
dad are doing. They agree to a phone conference call with you. In the conversation it becomes
apparent that they are not aware of some of the cognitive changes you see taking place with Olaf.
The children voice their concerns and begin talking about moving mom and dad from Fessenden.
What response might you bring to this discussion?
Past Medical History: Mr. Anderson was formally diagnosed with Parkinson’s Disease in 2005
by his neurologist (Dr. Carver). What is Parkinson’s Disease? At that time, he noticed a)
bilateral upper extremity tremor that interfered with dressing and eating, b) sleep disturbances
(vivid nightmares and acting out his dreams), and c) swallowing concerns that resulted in two
bouts of aspiration pneumonia. In addition, his wife noted that he was having difficulty expressing
himself. She stated, “He just wasn’t his usual outgoing self,” but attributed this to his poor sleep.
He was referred to the Sleep Center in 2006 and CPAP was initiated. His initial cognitive testing
showed mild cognitive impairment with mild to moderate short-term recall difficulty. You
conduct a mini-mental exam and find that he is scoring around 17/30. You also complete a
geriatric depression screen and find him to have mild symptoms of depression. What do you do
with this info and what resources if any would you consider?
Family History: States that his mother died at 76 from “old age”. His father died from bladder
cancer at 83. He also smoked “all his life.”
Assessment:
Smokes, 1 pack per day. Began at age 20. States that he attempted to quit 40 years ago, but that it
didn’t “stick”.
Denies use of recreational drugs.
Alcohol: states 1 beer, 2 nights a week, stating “I cut down alcohol about 8 years ago because my
wife thought that the beer was contributing to my nightmares.”
Sexual History: reports monogamous relationship with wife of 50 years.
Exercise History: Has refused referral for Physical Therapy stating, “I don’t live anywhere near
that stuff.” What options might he have for in-home therapy?
Transportation: Olaf was always the driver in the family, and he still drives around town, but
rarely at night. Olaf still drives to Harvey (20 miles) to the store and to visit his physician. He
drove to Fargo last year for Christmas, but his children have been discussing his driving, and are
concerned that he may soon not be a safe driver. They haven’t any evidence of this but are
concerned. In your exploration with patient and his wife, you find that she is comfortable driving
around Fessenden but does not and is not willing to attempt to drive to Fargo–Moorhead which she
views as a large city. When you discuss the children’s concerns about his driving, he is angry but
willing to consider their concerns are coming from a place of love. What referral might you
make that would alleviate or resolve this question about his driving?

101

Sleep History: Sleeps only about four hours each night. What impact do you feel this might have
on his mini-mental and depression screening? Is this cause or effect or both?
Current Hobbies: He once took pride in his lawn and shrubs, especially his roses. It was
generally agreed he had the most beautiful lawn in the area and his roses were the envy of the
neighborhood. Now he spends most of the day watching television. He sees many commercials
for laxatives, arthritis remedies, nutritional products that “make you feel young again,” tonics, and
so on. He believes these products are beneficial; otherwise famous television professionals would
not endorse them. Boredom is a problem. He has no hobbies, and rarely opens his mail. What
theory might be helpful for you to understand his struggle at this time in his life? What
interventions would you use to facilitate his coping with his current challenges?
Use of Complementary Therapies: None
Family Assessment: During your interaction with patient, you request a family conference to which
only his wife attends and the daughter from the Twin Cities is available via conference call.
Nutritional History: Mr. Anderson never learned to cook, and he states that ever since his wife’s
bilateral knee arthritis has “flared up” that she very minimally in the kitchen preparing meals. In
the kitchen, they keep milk, butter, jam, soup, and bread. He used to take his wife to the grocery
store but usually sat in the car listening to the radio while she shopped. Now neither of them does
much shopping secondary to mobility and pain issues. They state that they would rather eat out
rather than shopping for groceries; but, even eating out now has become difficult. He reports a
poor tolerance for fried foods and has begun to dislike meat because “the food feels like it gets
stuck.” He reports that he frequently skips meals to avoid the feeling of choking.
Mr. Anderson and his wife formerly enjoyed a large breakfast consisting of fruit or juice, eggs,
sausages, cinnamon buns, hash browned potatoes and coffee. Now he feels they do not need as
much, and he lacks the energy early in the morning to walk to the local cafeteria. Therefore, they
commonly skip breakfast and just drink coffee. He drinks very little milk. He feels at his age that
he doesn’t need milk because he has no teeth, and he states that milk is constipating. His diet is
relatively high in simple carbohydrate, low in protein, minerals, and vitamins. His average calorie
intake is about 1450 calories/day. Ten years ago, Mr. Anderson lost all of his teeth because of
severed periodontal disease. He has dentures but he usually does not wear them because they do
not fit well. Are Meals on Wheels available to this client? Can they accommodate his special
dietary needs? Find what they have to offer (if anything) and ask the dietitian?
What would be your recommendation to the care conference to be held? What are your
short term and long-term goals for this gentleman and his family?
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Interdisciplinary Case Study: Older Adult Male with Parkinson’s Disease
Case Study Prepared for BUSN 486 Long Term Care Regulatory Management
Other participants: Nursing, Nutrition, Exercise Science, Social Work
Instructions to BUSN 486 students: Your role in this case study is that of the President/CEO of St.
Aloisius Medical Center, which operates the hospital, clinic, swing beds, and nursing home that
are discussed in this case study. In your role as CEO you function as the licensed nursing home
administrator for this organization.
Client Name: Olaf Anderson
DOB: 4/5/1946
Age: 72
Sex: Male
Education: High school diploma
Occupation: Retired farmer. His income consists of Social Security (OASI) and interest from a
sizeable savings account of approximately $1 million from the sale of his farm property. When
talking with Olaf, he identifies that his wife (Edna) and he have just enough money to survive. He
voices concerns about the potential of his needing additional care in the future and the need for
adequate money to cover his needs and to leave his wife the money she will need to survive after
he is deceased. When discussing his resources, he reveals he has 1.1 million in a bank savings
account, but that money has been designated to go elsewhere. He plans to give $100,000 to his
church and hopes to leave his children an inheritance as well. So even though he has money, he
does not view that as spendable resources. He inquired about the county being able to pay for some
of his care if he should need home health or nursing home.
Ethnic/cultural Background: European American, specifically Norwegian.
Religious Affiliation: Lutheran. He has been a lifelong member of Fessenden First Lutheran
church. He has a close relationship with the pastor and has been a leader in the church having
served for many years on the church council and is instrumental in this small-town church being
able to keep its doors open. Edna has historically been actively involved in the women’s groups
and activities and continues to participate in her bible study group. Olaf views it as critical to keep
the church doors open for the souls of his community. If this church closes, he feels many
residents in the town would be left without the spiritual guidance that has created the town of
Fessenden to be the great community it is. This is not necessarily true, but it his belief and he has
committed financially to bring that belief into action. He contributes around $30,000/year and
plans to donate a $100,000 gift at the time of his death. He has had discussions with his children
about these plans in the past and they have been supportive of his desire to do so.
Health Insurance: Olaf and his wife are both covered by Medicare Parts A & B. They have a
Medicare Supplement through Blue Cross Blue Shield of ND. Both policies have been purchased
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through an agent they have great confidence in. Their Medicare Part D was purchased with this
agent and has not been examined for some time due to their belief the agent will take care of them.
Household Environment: Wife, (Edna) is 70 years old; together Olaf and her live in a twobedroom home in Fessenden, ND. The home is a two story, with both bedrooms and a bathroom
upstairs. The main floor also includes the kitchen, living room, dining room, den, and bathroom.
Usually Olaf goes downstairs in the morning and upstairs at night for bed. The stairs are too much
work for him to climb multiple times per day. She identifies 3 throw rugs in the living room alone
and reports they have thrown rugs throughout the house as she finds they help keep mud and
gravel off the rug and she can easily throw them into the washer when they become stained. In
addition, she identifies they have a house full of furniture. As she draws the map out for you, there
are several furniture pieces in each room which require both Olaf and her to navigate carefully so
they don’t bump into furniture or trip over protruding legs.
Family System: The Andersons have three grown children and five grandchildren. Their oldest
son (Bill), daughter-in-law (Joan) and 3 children live in Fargo. Their daughter (Julie) and her
husband (Bob), who have two children, live in Minneapolis. Their youngest daughter (Shelly) is
single and lives in California. She has had a history of addictions with frequent experiences with
treatment. They talk to their married children by phone on regular basis, but rarely talk to their
youngest daughter. After her last stay in a treatment program, they decided as a family that tough
love would be needed to help her, and they decided to no longer send her money when she
requested. Since that decision was made clear to her, she has not initiated any contact with the
family. While he recognizes the importance and agrees with this approach, it causes him stress
and concern, nonetheless. “She’s still my baby girl” he shares with you. As you talk with him
about his finances, he voices a concern about his daughter receiving an inheritance from him and
using it to support her drug habit. All family members try to get together for Thanksgiving and
Christmas, but it’s very seldom that any of the children return to Fessenden for a visit. They prefer
to invite Mom and Dad to join them in their homes. Recently one of their daughters brought up the
idea of finding a house that was better suited to their needs, such as all rooms on one level. Olaf’s
wife has mentioned that some of their longtime friends have moved to Harvey because more
healthcare services are available, as well as more housing options. They report that their son, Bill,
in Fargo has long suggested they move to Fargo to be closer to family, healthcare services, and
senior living communities. Olaf reports that he has “never been interested in those ideas” because
he sees “no reason to move from the town I love and have lived in all my life.”
Chief Complaint: “Well, I guess I’ve fallen. They also tell me I’m here because I can’t always
swallow right. They say I can’t go home because I get ‘chocked up’ on my food, but I feel fine.”
Recent History: Mr. Anderson presented to his primary care physician, Dr. Montgomery,
accompanied by his wife on 10/30/18 with complaints of shortness of breath and difficulty
completing ADLs. Mr. Anderson reported having trouble completing tasks, even small ones like
drying dishes, without becoming “winded” and lightheaded. Reported malaise, decreased appetite,
dizziness, pleuritic chest discomfort R>L rated 4/10, and fever x 3 days prior to admission. Stated
he thought he was likely “reacting to the flu vaccine” he received at Target on 10/21/18 and didn’t
know he had pneumonia.
Dr. Montgomery’s general survey in the a.m. of 10/30 revealed a diaphoretic male in acute
distress. Bilateral retractions were noted. Vitals: RR 28, Temp 101.6, BP 180/90, Pulse 100.
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Patient assumed a tri-pod position and appeared fatigued. O2 sats were 85% on room air,
diminishing briefly to 78% with one bout of bronchial spasm. On auscultation, Dr. Montgomery
noted consolidation with egophony testing, decreased breath sounds and rhonchi in the RUL, RLL,
and LLL. A/P CXR revealed bilateral effusion with suspected micro-aspiration pneumonia. A
chest CT showed consolidation posteriorly in the RLL with dense infiltration of leukocytes into the
alveolar spaces and thickening of alveolar walls.
Olaf was admitted to the Harvey hospital on 10/30/2018 for labwork, a 14-day course of IV
antibiotics (the sputum culture grew Methicillin-Resistant Staph Aureus), oxygen via nasal cannula
at 4 liters/minute to keep O2 sats 95% or greater during the day and CPAP with oxygen during
rest, HOB at 30 degrees, pulmonary toilet (incentive spirometer/TCDB Q hour while
awake/nebulizers) and cardiac monitoring. While there, he completed a barium swallow test which
revealed the suspected cause of his pneumonia – that Mr. Anderson had micro-aspirated liquids
over a period of time.
Recently, Olaf was transferred to a “Swing Bed” in order to complete his antibiotic regimen for
aspiration pneumonia secondary to dysphagia related to complications of his Parkinson’s disease.
He began speech therapy and physical therapy there and has gained back 2 pounds after losing 10
pounds during his acute illness. Vitals were stable; he denied pain and had no further questions or
concerns.
On the final day of his IV antibiotics, Mr. Anderson attempted to get out of bed
without assistance and fell, hitting his head on the floor. He stated, “I needed to go to the
bathroom, and I didn’t want to bother anyone.” With the exception of ecchymotic areas to his R
eye/cheek and bilateral elbows, Mr. Anderson’s physical exam was negative for injury. Head CT
and x-rays showed no deformity or internal injury. While Olaf reported wanting to go home with
his wife because his pneumonia was resolved, the physician felt concerned about his being
discharged to home secondary to his unsteadiness and admitted him to the Harvey Long-Term
Care facility for ongoing therapies and care. Mr. Anderson denies any further questions or
concerns today. He denies pain (0/10) and reports, “I wouldn’t be here if they weren’t insisting on
it. I’d like to go home as soon as I can.”
Past Medical History: Mr. Anderson was formally diagnosed with Parkinson’s disease in 2005
by his neurologist (Dr. Carver in Fargo, ND). At that time, he noticed a) mild transient bilateral
upper extremity tremor that interfered with dressing and eating, b) sleep disturbances (vivid
nightmares and acting out his dreams), c) intermittent swallowing concerns depending on what he
was consuming, and d) slowness of movement. In addition, his wife noted that he was having
difficulty expressing himself. She stated, “He just wasn’t his usual outgoing self. He was so quiet
and reserved,” but attributed this to his poor sleep. He was referred to the Sleep Center in 2006;
and CPAP was initiated. Initial cognitive testing showed mild cognitive impairment with mild to
moderate short-term recall difficulty. Since then, he has been followed by Dr. Carver every 2
months. He continues to take Sinemet and reports no concerns today regarding his medication
regimen. Denies safety concerns at home, and states that with the exception of the recent
pneumonia diagnosis and current hospitalization, that he is “100%” as long as his wife reminds
him to take his medication on time.
Surgical History: Negative
Family History: States his maternal grandmother died at age 72 from “old age” and his maternal
grandfather died at 69 during a farming accident. States his paternal grandmother died at age 80
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from “old age” and his paternal grandfather died at age 82 from something “heart-related”. Reports
his mother died at 76 from “old age” and his father died from bladder cancer at 83. States his
father smoked “all his life.” Reports that all of his children are alive and well with the exception of
etoh abuse treatment 2 years ago for his youngest child.
Social History: When not hospitalized, Mr. Anderson reports smoking 1 pack per day (is
currently on a nicotine patch since his hospitalization). Began at age 20. States that he attempted to
quit 40 years ago, but that it didn’t “stick”. Denies use of recreational drugs. Alcohol: states 1 beer,
2 nights a week, stating “I cut down alcohol about 8 years ago because my wife thought that the
beer was contributing to my nightmares.”
Sexual History: reports monogamous relationship with wife of 50 years.
Exercise History: Has refused referral for Physical Therapy previously stating, “I don’t live
anywhere near that stuff” but currently has been participating in exercise BID.
Transportation: Olaf was always the driver in the family, and he still drives around town, but
rarely at night. Olaf still drives to Harvey (20 miles) to the store and to visit his physician. He
drove to Fargo last year for Christmas, but his children have been discussing his driving, and are
concerned that he may soon not be safe enough to drive. His wife notes that he has occasionally
“gotten turned around and lost” on trips to town. He reports only minimal memory impairment, but
his wife states, “He forgets things a lot; it’s gotten worse lately.”
Sleep History: Sleeps about 4 to 6 hours each night at home. Reports getting up 1 to 2 times per
night to urinate at home secondary to prostatic enlargement. Uses a nightlight.
Current Hobbies: He states he once took pride in his lawn and shrubs, especially his roses. It
was generally agreed he had the most beautiful lawn in the area and his roses were the envy of the
neighborhood. Now he spends most of the day watching the news. He sees many commercials for
laxatives, arthritis remedies, nutritional products that “make you feel young again,” tonics, and so
on. He believes these products are beneficial; otherwise famous television professionals would not
endorse them. Boredom is a problem. He has no hobbies, and rarely opens his mail. His wife
reports that he is “apathetic” and doesn’t like to do anything anymore but watch TV.
Use of Complementary Therapies: None
Nutritional History: Mr. Anderson never learned to cook, and he states that ever since his wife’s
bilateral knee arthritis “flared up” that she rarely prepares meals. He reports a poor tolerance for
fried foods and has begun to dislike meat because “the food feels like it gets stuck.” He states that
he frequently skips meals to avoid the feeling of chocking. Ten years ago, Mr. Anderson lost all of
his teeth because of severe periodontal disease. He has dentures but states he usually does not
wear them because “they do not fit well.”
Current Medications:
Sinemet-CR (Carbidopa/Levodopa) 50/200 mg controlled-release table tid 1 hour before meals.
States that he remembers to take his medication on time about 60% of the week.
Klonopin (Clonazepam) 1 mg po at hs: for sleep disturbance/nightmares
Nicoderm-CQ Patch transdermal, replaced daily at HS
Baby Aspirin 81 mg po daily: reports someone told him it would prevent a heart attack.
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Reports occasional use of Ibuprofen 200 mg po for upper back pain from “falling asleep ‘in an
awkward position’ in his La-Z-Boy recliner during the day” at home. Denies gastritis with usage
and denies history of ulcers.
Just finished: Vancomycin 1 Gram Q 8 hours (to maintain steady-state trough concentrations of 15
mg/L)
Just finished: Inhaled bronchodilator via nebulizer Q 6 hours and prn via RT
Supplement Use: Mr. Anderson states that takes daily vitamin E supplements as he believes they
will delay aging. He also reports taking ginko bilboa because he believes it will enhance his
memory. Finally, reports the use of Melatonin at hs for 7 years’ duration.
Allergies: None
Review of Systems:
HEENT: Reports dry mouth and difficulty swallowing meat. States “I have to chew it many times
before I dare swallow it.”
Cardiac: States that he occasionally feels light-headed when he stands up too abruptly, and on a
few occasions has “passed out”.
Respiratory: Reports occasional cough and sputum production, but that “it’s much better than it
was”.
Abdominal: Reports occasional constipation. Denies pain.
Peripheral/Vascular: Denies concerns. Wore TED hose and SCDs during hospitalization.
Skin: Reports ecchymotic areas on face and bilateral elbows.
Musculoskeletal: Reports needing more time to get “from Point A to Point B.” States, “I do feel
weak. It’s hard to get around like I used to.”
Neuro: Reports bilateral upper extremity tremor and rigidity that diminishes when he remembers
to take his medication. Denies numbness, tingling, or any new concern since last examination.
Reports full bowel and bladder control, and no significant back or hip pain. Denies radicular pain
or dermatomal pain.
Physical Examination for today during assessment in Long-Term Care Facility (11/16/18):
General Survey: Pleasant but stoic, underweight elderly male in no acute distress. Alert and
oriented x 4 (person, place, date, and situation). Moderate tremor right hand with gesturing (took
his medication 2 hours ago). Flat affect, low voice volume. Wife sitting by his side.
Vitals: Temp 98.0oF temporal, BP 110/60 mm Hg, HR 86 bpm, RR 18 bpm; Height 70 inches,
weight 134 pounds.
HEENT: Head: Normocephalic; dry, dull gray hair, sunken cheeks.
Eyes: Wears glasses for myopia, bilateral erythematous fissured lateral epicanthus. No exudates.
Ears: Tympanic membranes pearly grey with light reflex; no cerumen.
Nose: Dry mucous membranes without lesions.
Mouth/Throat: Ill-filling dentures (upper and lower). Uvula midline. Gag reflex intact.
Oropharynx clear. No tonsillar hypertrophy. Dry mucous membranes. No exudates or lesions.
Nontender. No lymphadenopathy.
Cardiac: Normal sinus rhythm. S1 and S2 with no S3, S4. Regular rate and rhythm, no murmurs,
gallops, thrills, thrusts, heaves, or friction rubs. Point of maximal impulse noted (1 cm in diameter)
at the left fifth intercostal space at the midclavicular line.
Respiratory: Even respirations. Nonlabored without adventitious sounds. Slightly diminished in
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RLL laterally, but no evidence of crackles, rhonchi, or wheeze. No intercostal retractions, although
thin and ribs visible.
Peripheral vascular: Dry, pink, nonedematous lower extremities. Radial pulses 2/4; Pedals 2/4.
Abdomen: Concave. Hypoactive bowel sounds x 4 quadrants, without masses. Nontender. No
organomegaly. Bladder palpable. No inguinal lymphadenopathy.
Neurologic: Decreased blink reflex; diminished postural reflexes: biceps 1/4, patellar 1/4, and
Achilles 1/4. No clonus. Sensation equal in upper and lower extremities. Cranial Nerve I:
diminished (cannot sense cinnamon or cloves); CN 2-12 intact.
Musculoskeletal: Poor get-up-and-go. Needs assistance in arising from chair. Postural instability
with posterior pull test. Hunched appearance and shuffling gait. No arm swings. Cogwheel rigidity
in upper extremities. UE strength 3/5; LE strength 3/5. Quadriceps – bilateral atrophy. Pill rolling
of upper extremities R>L.
Skin: Warm and dry, turgor diminished at clavicle (mild tenting noted), angular stomatitis and
cheilitis of lips. Ecchymotic area 3 x 3 bluish green area under R orbit. Bilateral elbows R>L.
Laboratory Values:
Test
Normal
Client Today – Day 13 of antibiotics
Albumin
3.6-5
2.8 g/dl
Total Protein
6-8
6.4 g/dl
Prealbumin
19-43
11 mg/dl
Sodium
135-155
148 mg/dl
Potassium
3.5-5.5
4.5mEq/l
Chloride
98-108
102mEq/l
PO4
2.5-4.5
3.6mEq/l
Magnesium
1.6-2.6
1.5mEq/l
Osmolality
275-295
350 MMOL/KG H20
Glucose
70-120
118 mg/dl
CHOL
140-199
160 mg/dl
HDL
37-70
40 mg/dl
LDL
<100
100 mg/dl
WBC
4.3-10
9.0 x 103 mm3
RBC
4.5-5.5
4.7 x 106 mm3
HGB
13.5-17.5
10 g/dl
HCT
40-54
38 %
MCV
84-96
81 fl
MCH
27-34
28 pg
MCHC
31.5-36
32 %
Ferritin
18-270
155 ug/dl
PT
11-13
14 sec
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Interdisciplinary Case Study: Older Adult Male with Parkinson’s Disease
EXS 465—Research Methods in Exercise Science
Client Name: Mr. Olaf Anderson
DOB: 4/5/1946
Age: 72
Sex: Male
Education: High school diploma
Occupation: Retired farmer. His income consists of Social Security and interest from a sizable
savings account of approximately $1 million from the sale of his farm property.
Health Insurance: Olaf and his wife are both covered by Medicare Parts A & B. They have a
Medicare Supplement through Blue Cross Blue Shield of ND.
Ethnic Background: European American, specifically Norwegian.
Religious affiliation: Protestant
Safety/Risk Assessment: Reports feeling safe in his home
Advanced Directive: None on file but wife requesting information today.
Chief Complaint: “They tell me I’m here because I can’t swallow right. They say I can’t go home
yet because I get ‘choked up’ on my food, but I feel fine.”
History of Present Illness: Mr. Anderson presented to his primary care physician, Dr.
Montgomery, accompanied by his wife on 10/30/18 with complaints of shortness of breath and
difficulty completing ADLs. Mr. Anderson reported having trouble completing tasks, even small
ones like drying dishes, without becoming “winded” and “lightheaded”. Reported malaise,
decreased appetite, pleuritic chest discomfort R>L rated 4/10, and fever x 3 days prior to
admission. Stated he thought he was likely “reacting to the flu vaccine” he received at Target on
10/1/19.
Dr. Montgomery’s general survey on 10/5/2019 revealed a diaphoretic male, with bilateral
retractions, in acute distress. Vitals: Respiration Rate 28, Temp 101.6, BP 180/90, Pulse 100 bpm.
Patient assumed a tri-pod position and appeared fatigued. O2 sats were 85% on room air,
diminishing briefly to 78% with one bout of bronchial spasm. On auscultation, Dr. Montgomery
noted consolidation with egophony testing, decreased breath sounds and rhonchi in the RUL, RLL,
and LLL. A/P CXR revealed bilateral effusion with suspected micro-aspiration pneumonia. A
chest CT showed consolidation posteriorly in the RLL with dense infiltration of leukocytes into the
alveolar spaces and thickening of alveolar walls.
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Olaf was admitted to the Harvey hospital on 10/5/2019 for labwork, a 14-day course of IV
antibiotics (the sputum culture grew Methicillin-Resistant Staph Aureus), oxygen via nasal cannula
at 4 liters/minute to keep O2 sats 95% or greater during the day and CPAP with oxygen during
rest, HOB at 30 degrees, pulmonary toilet (incentive spirometer/TCDB Q hour while
awake/nebulizers) and cardiac monitoring. While there, he completed a barium swallow test which
revealed the suspected cause of his pneumonia – that Mr. Anderson had micro-aspirated liquids
over a period of time.
Recently, Olaf was transferred to a “Swing Bed” in order to complete his antibiotic
regimen for aspiration pneumonia secondary to dysphagia related to complications of his
Parkinson’s disease. He began participating in speech therapy and physical therapy and has gained
back 2 pounds after losing 10 pounds during his acute illness. Vitals are now stable; he denied pain
and had no further questions or concerns.
On the final day of his IV antibiotics, Mr. Anderson attempted to get out of bed without
assistance and fell, hitting his head on the floor. He stated, “I needed to go to the bathroom, and I
didn’t want to bother anyone.” With the exception of ecchymotic areas to his R eye/cheek and
bilateral elbows, Mr. Anderson’s physical exam was negative for injury. Head CT and x-rays
showed no deformity or internal injury. While Olaf reported wanting to go home with his wife
because his pneumonia was resolved, the physician felt concerned about his being discharged to
home secondary to his unsteadiness and admitted him to the Harvey Long-Term Care Facility for
ongoing therapies and care. Mr. Anderson denies any further questions or concerns today. He
denies pain (0/10) and reports, “I wouldn’t be here if they weren’t insisting on it. I’d like to go
home as soon as I can.
Past Medical History: Mr. Anderson was formally diagnosed with Parkinson’s disease in 2005
by his neurologist (Dr. Carver in Fargo, ND). At that time, he noticed a) mild transient bilateral
upper extremity tremor that interfered with dressing and eating, b) sleep disturbances (vivid
nightmares and acting out his dreams), c) intermittent swallowing concerns depending on what he
was consuming, and d) slowness of movement. In addition, his wife noted that he was having
difficulty expressing himself. She stated, “He just wasn’t his usual outgoing self. He was so quiet
and reserved,” but attributed this to his poor sleep. He was referred to the Sleep Center in 2006;
and CPAP was initiated. Initial cognitive testing showed mild cognitive impairment with mild to
moderate short-term recall difficulty. Since then, he has been followed by Dr. Carver every 6
months. He continues to take Sinemet and reports no concerns today regarding his medication
regimen. Denies safety concerns at home, and states that with the exception of the recent
pneumonia diagnosis and current hospitalization, that he is “100%” as long as his wife reminds
him to take his medication on time.
Surgical History: Negative
Family History: States his maternal grandmother died at 72 from “old age” and his maternal
grandfather diet at 69 during a farming accident. States his paternal grandmother died at age 80
from “old age” and his paternal grandfather died at age 82 from something “heart-related.”
Reports his mother diet at 76 from “old age” and his father died from bladder cancer at 83. States
his father smoked “all his life.” Reports that all of his children are alive and well with the
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exception of ETOH abuse treatment 2 years ago for his youngest child.
Social History: When not hospitalized, Mr. Anderson reports smoking 1 pack per day (is
currently on a nicotine patch since admission). Began at age 20. States that he attempted to quit 40
years ago, but that it didn’t “stick”. Denies use of recreational drugs. Alcohol: states 1 beer, 2
nights a week, stating “I cut down alcohol about 8 years ago because my wife thought that the beer
was contributing to my nightmares.”
Sexual History: reports monogamous relationship with wife of 50 years.
Exercise History: Has refused referral for Physical Therapy previously stating, “I don’t live
anywhere near that stuff.”
Transportation: Olaf was always the driver in the family, and he still drives around town, but rarely
at night. Olaf still drives to Harvey (20 miles) to the store and to visit his physician. He drove to
Fargo last year for Christmas, but his children have been discussing his driving, and are concerned
that he may soon not be safe enough to drive. His wife notes that he has occasionally “gotten
turned around and lost” on trips to town. He reports only minimal memory impairment, but his
wife states, “He forgets things a lot; it’s gotten worse lately.”
Sleep History: Sleeps about 4 to 6 hours each night at home. Reports getting up 1 to 2 times per
night to urinate at home secondary to prostatic enlargement. Uses a nightlight.
Current Hobbies: He once took pride in his lawn and shrubs, especially his roses. It was generally
agreed he had the most beautiful lawn in the area and his roses were the envy of the neighborhood.
Now he spends most of the day watching the news. He sees many commercials for laxatives,
arthritis remedies, nutritional products that “make you feel young again,” tonics, and so on. He
believes these products are beneficial; otherwise famous television professionals would not
endorse them. Boredom is a problem. He has no hobbies, and rarely opens his mail. His wife
reports that he is “apathetic” and doesn’t like to do anything anymore but watch TV.
Use of Complementary Therapies: None
Household Members and Home Environment: Wife, 70 years old; they live in a two-bedroom
home in Fessenden, North Dakota. The home is a two story, with both bedrooms and a bathroom
upstairs. The main floor also includes the kitchen, living room, dining room, den, and bathroom.
Usually Olaf goes downstairs in the morning and upstairs at night for bed. The stairs are too much
work for him to climb multiple times per day.
The Andersons have three grown children and five grandchildren. Their oldest son, daughter-inlaw and three children live in Fargo, ND. Their daughter and her husband, who have two children,
live in Minneapolis. Their youngest daughter is single and lives in California. They talk to their
married children by phone on a regular basis, but rarely talk to their youngest daughter. All family
members try to get together for Thanksgiving and Christmas, but it’s very seldom that any of the
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children return to Fessenden for a visit. Recently one of their daughters brought up the idea of
finding a house that was better suited to their needs, such as all rooms on one level. Olaf’s wife has
mentioned that some of their longtime friends have moved to Harvey because more healthcare
services are available, as well as more housing options. They report that their daughter in Fargo
has long suggested they move to Fargo to be closer to family, healthcare services, and senior living
communities. Olaf reports that he has “never been interested in those ideas” because he sees “no
reason to move from the town I love and have lived in all my life.”
Nutritional History: Mr. Anderson never learned to cook, and he states that ever since his wife’s
bilateral knee arthritis “flared up” that she rarely prepares meals. He reports a poor tolerance for
fried foods and has begun to dislike meat because “the food feels like it gets stuck.” He states that
he frequently skips meals to avoid the feeling of choking. Ten years ago, Mr. Anderson lost all of
his teeth because of severe periodontal disease. He has dentures but states he usually does not
wear them because “they do not fit well.”
Current Medications:
Sinemet-CR (Carbidopa/Levodopa) 50/200 mg controlled-release table tid 1 hour before
meals. States that he remembers to take his medication on time about 60% of the week.
Klonopin (Clonazepam) 1 mg po at hs: for sleep disturbance/nightmares
Nicoderm-CQ Patch transdermal, replaced daily at hospital
Baby Aspirin 81 mg po daily: reports someone told him it would prevent a heart attack.
Reports occasional use of Ibuprofen 200 mg po for upper back pain from “falling asleep ‘in
an awkward position’ in his La-Z-Boy recliner during the day” at home Denies gastritis
with usage and denies history of ulcers.
Just finished: Vancomycin 1 Gram Q 8 hours
Just finished: Inhaled bronchodilator via nebulizer Q 6 hours and prn via RT
Supplement Use: Mr. Anderson states that takes daily vitamin E supplements as he
believes they will delay aging. He also reports taking ginko bilboa because he believes it
will enhance his memory. Finally, reports the use of Melatonin at hospital for 7 years’
duration.
Allergies: None
Review of Systems:
HEENT: Reports dry mouth and difficulty swallowing meat. States “I have to chew it many times
before I dare swallow it.”
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Cardiac: States that he occasionally feels light-headed when he stands up too abruptly, and on a
few occasions has “passed out”.
Respiratory: Reports occasional cough and sputum production, but that “it’s much better than it
was”.
Abdominal: Reports occasional constipation. Denies pain.
Peripheral/Vascular: Denies concerns. Has been wearing TED hose and SCDs during
hospitalization.
Skin: Reports ecchymotic areas on face and bilateral elbows.
Musculoskeletal: Reports needing more time to get “from Point A to Point B.” States, “I do feel
weak. It’s hard to get around like I used to.”
Neuro: Reports bilateral upper extremity tremor and rigidity that diminishes when he remembers
to take his medication. Denies numbness, tingling, or any new concern since last examination.
Reports full bowel and bladder control, and no significant back or hip pain. Denies radicular pain
or dermatomal pain.
Physical Examination for today during assessment in Long-Term Care Facility (10/22/19):
General Survey: Pleasant but stoic, underweight elderly male in no acute distress. Alert and
oriented x 4 (person, place, date, and situation). Moderate tremor right hand with gesturing (took
his medication 2 hours ago). Flat affect, low voice volume. Wife sitting by his side.
Vitals: Temp 98.0oF temporal, BP 110/60 mm Hg, HR 86 bpm, RR 18 bpm; Height 70 inches,
weight 134 pounds.
HEENT: Head: Normocephalic; dry, dull gray hair, sunken cheeks.
Eyes: Wears glasses for myopia, bilateral erythematous fissured lateral epicanthus. No exudates.
Ears: Tympanic membranes pearly grey with light reflex; no cerumen.
Nose: Dry mucous membranes without lesions.
Mouth/Throat: Ill-filling dentures (upper and lower). Uvula midline. Gag reflex intact.
Oropharynx clear. No tonsillar hypertrophy. Dry mucous membranes. No exudates or lesions.
Nontender. No
lymphadenopathy.
Cardiac: Normal sinus rhythm. S1 and S2 with no S3, S4. Regular rate and rhythm, no murmurs,
gallops, thrills, thrusts, heaves, or friction rubs. Point of maximal impulse noted (1 cm in diameter)
at the left fifth intercostal space at the midclavicular line.
Respiratory: Even respirations. Nonlabored without adventitious sounds. On 02 per nasal cannula
at 4 liters. Slightly diminished in RLL, but no evidence of crackles, rhonchi, or wheeze. No
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intercostal retractions, although thin and ribs visible.
Peripheral vascular: Dry, pink, nonedematous lower extremities. Radial pulses thready 1/4;
Pedals 2/4.
Abdomen: Concave. Hypoactive bowel sounds x 4 quadrants, without masses. Nontender. No
organomegaly. Bladder palpable. No inguinal lymphadenopathy.
Neurologic: Decreased blink reflex; diminished postural reflexes: patellar 1/4, and Achilles 1/4.
No clonus. Sensation equal in upper and lower extremities. Cranial Nerve I: diminished (cannot
sense cinnamon or cloves); CN 2-12 intact.
Musculoskeletal: Poor get-up-and-go. Needs assistance in arising from chair. Postural instability
with posterior pull test. Hunched appearance and shuffling gait. No arm swings. Cogwheel rigidity
in upper extremities. UE strength 3/5; LE strength 3/5. Quadriceps – bilateral atrophy. Pill rolling
of upper extremities R>L noted.
Skin: Warm and dry, turgor diminished at clavicle (mild tenting noted), angular stomatitis and
cheilitis of lips.
Laboratory Values:
Test
Albumin
Total Protein
Prealbumin
Sodium
Potassium
Chloride
PO4
Magnesium
Osmolality
Glucose
CHOL
HDL
LDL
WBC
RBC
HGB
HCT
MCV
MCH
MCHC
Ferritin
PT

Normal
3.6-5
6-8
19-43
135-155
3.5-5.5
98-108
2.5-4.5
1.6-2.6
275-295
70-120
140-199
37-70
<100
4.3-10
4.5-5.5
13.5-17.5
40-54
84-96
27-34
31.5-36
18-270
11-13

Client Today – Day 13 of antibiotics
2.8 g/dl
6.4 g/dl
11 mg/dl
148 mg/dl
4.5mEq/l
102mEq/l
3.6mEq/l
1.5mEq/l
350 MMOL/KG H20
118 mg/dl
160 mg/dl
40 mg/dl
100 mg/dl
9.0 x 103 mm3
4.7 x 106 mm3
10 g/dl
38 %
81 fl
28 pg
32 %
155 ug/dl
14 sec
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Questions for Exercise Science Students
1. Describe Parkinson Disease. What is it? Etiology? Prevalence? Signs and symptoms?
Treatment and/or medications?
2. What symptoms are common in Parkinson patients that impact physical activity?
3. By evaluating Mr. Anderson’s anthropometric data, musculoskeletal reports, and physical
examination data, what would you conclude regarding his physical activity status?
4. What are some major concerns that should be a priority to address in Mr. Anderson’s longterm treatment from an exercise professional’s perspective?
5. What exercise testing assessments would be appropriate to complete with Mr. Anderson?
6. What is the main goal of exercise prescription in patients with Parkinson Disease?
7. What special considerations should the FITT principle of exercise prescription
include/address for a patient with Parkinson?
8. What are the traditional FITT recommendations for individuals with Parkinson Disease?
9. What are some other exercise training considerations should be included or emphasized in
Parkinson exercise prescription?
10. What are (at least) 2 other research-supported modes of exercise that we should consider
including in Mr. Anderson’s exercise prescription that can address aerobic, resistance, and
flexibility components?
11. Based on Mr. Anderson’s current abilities, how should the traditional FITT
recommendations for individuals with Parkinson Disease be modified?
12. Create an exercise prescription for Mr. Anderson and provide a progression for 3 months.
Use the Exercise Prescription Guidelines in the table to jog your memory of material
covered in EXS 365: Testing & Prescription in Exercise Science. Modify the table as
needed. Assume that Mr. Anderson is discharged from the long-term care facility after 6
weeks and goes home.
You are encouraged to use ACSM’s Guidelines for Exercise Testing & Prescription (10th Ed) for
one of your sources. Use reliable, peer-reviewed, research-based sources to support your
information. Cite your sources in text and a reference page.
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